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ABSTRACT 
 
Title: To assess the psychological and social impact on epilepsy among epileptic clients 
attending neuro outpatient departments at government Rajaji hospital madurai. 
Objectives: To assess the psychological and social impacts of epilepsy among epileptic 
clients attending neuro out patients department at government Rajaji hospital madurai. To 
compare the psychological and social impacts of epilepsy among male and female 
epileptic clients attending neuro out patients department at government Rajaji hospital, 
madurai. To associate the psychological and social impacts of epilepsy among epileptic 
clients with their selected socio demographic variable. To distribute the instructional 
module to reduce psychological and social impacts of epileptic clients attending neuro 
Out Patients Department at government Rajaji hospital, Madurai. Conceptual frame 
work:  Modified ,GD MHDQ 2UODQGR¶V SURIHVVLRQDO UHVSRQVH WKHRU\ Methodology: 
quantitative approach with descriptive design. Univariant non probability consecutive 
sampling technique was adopted. Setting: The study was conducted at Neuro outpatient 
department, Government Rajaji Hospital Madurai. Data collected by using standardized 
QOLIE-31 tool. Assessed psychological and social impacts of epilepsy (n=136) on day38, 
the data collection was over. Conclusion: The study revealed that was  most of the clients 
were on moderate psychological and social impacts of epilepsy also there was a 
difference in male and female of psychological and social impacts at p 0.0001 level of 
significance. Based on one way ANNOVA selected demographic variables such as age, 
occupation, income, duration of illness and sleeping pattern was associated at                 
P= <.000 level.  
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CHAPTER - I 
INTRODUCTION 
 
I didn't get my licence because I wasn't allowed to. But I haven't had a seizure for a 
long time so I could, theoretically, get my licence. But I'm now just so used to not 
driving; I'm scared of what I'd do. 
- Hugo Weaving 
 
 Health is the level of functional or metabolic efficiency of a living organism. 
In human it is the ability of individuals or communities to adapt and self-manage 
when facing physical, mental or social challenges. The World Health Organization 
defined health in its broader sense in its 1948 constitution as "a state of complete 
physical, mental, and social well-being and not merely the absence of disease or 
infirmity." This definition has been subject to controversy, in particular as lacking 
operational value and because of the problem created by use of the word 
"complete" Other definitions have been proposed, among which a recent definition 
that correlates health and personal satisfaction. Classification systems such as 
the WHO Family of International Classifications, including the International 
Classification of Functioning, Disability and Health and the International 
Classification of Diseases, are commonly used to define and measure the components 
of health. 
 Systematic activities to prevent or cure health problems and promote good 
health in humans are undertaken by health care providers. Applications with regard to 
animal health are covered by the veterinary sciences. The term "healthy" is also 
widely used in the context of many types of non-living organizations and their 
impacts for the benefit of humans, such as in the sense of healthy 
communities, healthy cities or healthy environments. In addition to health 
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care interventions and a person's surroundings, a number of other factors are known to 
influence the health status of individuals, including their background, lifestyle, and 
economic, social conditions, and spirituality; these are referred to as "determinants of 
health." Studies have shown that high levels of stress can affect human health.  
 Epilepsy is one of the most prevalent neurological conditions and it knows no 
age, racial, social class, geographic, or national boundaries.The burden of epilepsy 
may be due to the physical hazards of epilepsy resulting from the unpredictability of 
seizures; the social exclusion as a result of negative attitudes of others toward people 
with epilepsy; and the stigma, as children with epilepsy may be banned from school, 
adults may be barred from marriage, and employment is often denied, even when 
seizures would not render the work unsuitable or unsafe.  
           6HL]XUHV DUH FDXVHG E\ PDOIXQFWLRQ RI WKH EUDLQ¶V HOHFWULFDO V\VWHP 7KH
manifestations of seizures are determined by the site of origin and may include 
unconsciousness or altered consciousness. In children it can occur with a wide variety 
of conditions involving the Central Nervous System.The onset of epilepsy is most 
commonly seen in childhood. Identification of risk factors, early recognition and 
appropriate management is crucial to prevent genesis of epilepsy. 
           Epilepsy can occur at any time and at any place. When it occurs in a school, 
WKHVWXGHQWVDVZHOODVWKHWHDFKHUVDUHDODUPHGDWWKHVLJKWRIFKLOG¶VVHL]XUH6RPH
believe that the child is dying. Many people impose unnecessary and unreasonable 
UHVWULFWLRQ RQ WKH FKLOG¶V DFWLYLWLHV 7KDW WKHUH LV QR SURSHU DZDUHQHVV DV DOVR WRWDO
misconception about the disease. 
Complications of complex partial seizures are easily triggered by emotional 
stress. The limbic structures (i.e., hypothalamus, hippocampus, amygdala) of the brain 
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may be damaged by seizure activity. The limbic system is concerned with emotion 
and motivation. 
 Status epilepticus is a medical emergency in which seizures recur without the 
patient regaining consciousness between events. This condition can develop in any 
type of seizure but is most common in tonic-clonic seizures. Status epilepticus may 
cause brain damage or cognitive dysfunction and may be fatal. Subsequent seizures 
become briefer, more localized, and may be reduced to myoclonic activity.  
 The World Health Organization estimates that 3-10 per 1000 of world 
population have epilepsy. There may be as many as 40 billion epileptics as per 
statistics.Epilepsy itself is a very common medical condition that may occur among 
people of all ages, sex and races. Despite seizures may only last for a few seconds or a 
few minutes, it has much psychosocial repercussions to the patients and their family 
members1,2. As people with epilepsy are a highly diversified and complex group due 
to different aetiologies, the author will only focusthe discussion on those patients 
without other comorbidities like physical disability, cerebral palsy and mental 
retardation. The impact to individuals is also very unique. For those who have 
seizures at the workplace, feeling of embarrassment and guilt would be very strong. 
They will feel more helpless, rejected and frustrated in the midst of misunderstanding 
and gossips. Some patients may even lose their jobs directly or indirectly after 
seizures.  
 Another major impact on adults is the interpersonal relationship embracing 
friendship, courtship and marriage. Withdrawal from social lives, fear of rejection and 
worry over inheritance and pregnancy limit their social support network and 
establishment of new family support system in the long run. In addition, both anxiety 
and depressive symptoms are prevailing among adult patients in both local and 
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overseas studies. The chronicity of epilepsy, the unavailability of stable jobs, 
restricted social lives, lowered self-concept and family conflicts will further affect 
their quality of life. 
 A high number of patients with epilepsy have depressive illness and psychosis. 
They also have higher rate of suicidal attempts or ideation. They also have negative 
social skills and impaired coping mechanisms. Unemployment and higher anxiety 
states are more frequent for women with epilepsy as compared to men with epilepsy. 
Female patients have more difficulty finding life partners and have higher rate of 
divorce compared with males. Women with epilepsy rarely use constructive coping 
methods, and thus have poor psychosocial status and adjustment within the family and 
society. 
 A large proportion of Jordanian participants (88.5%) objected to the marriage 
of epileptic patients wiWK HSLOHSV\ WR WKH SDUWLFLSDQWV¶ FKLOGUHQ 2QH WKLUG RI WKH
respondents believed that epilepsy is more serious compared to diabetes mellitus and 
hypertension. The knowledge and attitudes of Jordanians towards epilepsy is almost 
similar to the results from Asia. However the results are more negative than results 
from the West. 
 Rudolf W.H.M. Ponds  Mark Hendriks  (2006) conducted a survey of 
community knowledge and attitudes toward epilepsy.Telephone interviews were 
conducted on 400 people aged more than 17 years old from a provincial town. 
Attitudes toward people with epilepsy were favorable. Ninety-five percent of the 
participants had knowledge about epilepsy. The respondents who were less 
knowledgeable were the younger people, the people with less education and lower 
socioeconomic status with those of Maori or non-European ethnicity. Only 5% of the 
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respondents objected to their children marrying an epileptic patient. Less positive 
attitudes were found among the older people. 
 Incidence, prevalence and mortality studies provide crucial measures of the 
frequency and therefore the burden of the disease and allow the planning of services. 
The applications of epidemiological techniques in the field of epilepsy have extended 
beyond the usual concept of prevalence and incidence. 
  The objectives of epidemiological studies also include; identification of risk 
factors for epilepsy and to estimate the effect of potential interventions; To determine 
overall prognosis for seizure control and the identification of factors which may 
modify this prognosis; To assess the risk for other conditions in both the patient as 
well as in relatives andTo evaluate interventions, including drug trials. 
 One of the most significant impacts on adult patients is employment 
opportunities. The severity of seizure activities, educational attainment and social 
skills will largely determine their vocational opportunities. Generally speaking, they 
need to avoid employment with potential risk to their own lives and the public such as 
driving buses. Certain job natures may trigger seizure activities like night shift work. 
For those who are working, patients are inclined to conceal their illness lest they will 
not be employed or even lose their jobs. Employers is a very stressful and prolonged 
process. On top of coping with the normal work stress, they are also suffering from 
the stress of managing their epilepsy identity. 
For those who have seizures at the workplace, feeling of embarrassment and 
guilt would be very strong. They will feel more helpless, rejected and frustrated in the 
midst of misunderstanding and gossips. Some patients may even lose their jobs 
directly or indirectly after seizures. Another major impact on adults is the 
interpersonal relationship embracing friendship, courtship and marriage. Withdrawal 
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from social lives, fear of rejection and worry over inheritance and pregnancy limit 
their social support network and establishment of new family support system in the 
long run. In addition, both anxiety and depressive symptoms are prevailing among 
adult patients in both local and overseas studies12-17. The chronicity of epilepsy, the 
unavailability of stable jobs, restricted social lives, lowered self-concept and family 
conflicts will further affect their quality of life18. 
These patients may develop cognitive and behavioral difficulties, such as the 
following interictal personality: humorlessness, dependence, obsessions, anger, hypo- 
or hypersexuality, emotionality, Memory loss: short-term memory loss attributable to 
dysfunction in the hippocampus, anomia, Poriomania: prolonged aimless wandering 
followed by amnesia, Violent behavior: aggression and defensiveness when subjected 
to restraint during a seizure 
Complications associated with tonic-clonic seizures may involve injury, such 
as the following aspiration of secretions or vomited stomach contents, skull or 
vertebral fractures, shoulder dislocation, tongue, lip, or cheek injuries caused by 
biting, Status epileptics 
Complications may include the aspiration, cardiac arrhythmias, dehydration, 
Fractures, Myocardial infarction, oral and head trauma, pulmonary edema, sudden 
Unexplained Death in Epilepsy. Sudden unexplained death in epilepsy occurs in a 
small percentage of persons with epilepsy. For reasons that are poorly understood, an 
otherwise healthy person with epilepsy can die suddenly. While this also happens 
within the general population, persons with symptomatic epilepsy have a much 
greater risk. 
Approximately 50 million people currently live with epilepsy worldwide. The 
estimated proportion of the general population with active epilepsy at a given time is 
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between 4 and 10 per 1000 people. However, some studies in low- and middle-
income countries suggest that the proportion is much higher, between 7 and 14 per 
1000 people. 
Globally, an estimated 2.4 million people are diagnosed with epilepsy each 
year. In high-income countries, annual new cases are between 30 and 50 per 100 000 
people in the general population. In low- and middle-income countries, this figure can 
be up to two times higher.This is likely due to the increased risk of endemic 
conditions such as malaria or neurocysticercosis; the higher incidence of road traffic 
injuries; birth-related injuries; and variations in medical infrastructure, availability of 
preventative health programmes and accessible care. Close to 80% of people with 
epilepsy live in low- and middle-income countries. 
There are very few incidence studies from India, and the most recent one 
suggests an age standardized incidence rate of 27.3/100,000 per year.There are no 
population-based studies on status epilepticus in India. Hospital data is biased. Non-
convulsive status epilepticus is usually not identified as it requires 
electroencephalography facilities in the intensive care unit  for diagnosis. In one study 
10% of patients with altered mental status had Non-convulsive status epileptics. As 
compared with high income countries, the incidence and mortality rates of status 
epilepticus are likely to be higher in India, due to a higher proportion of central 
nervous system infections, delay in onset to hospitalization, and lack of diagnostic and 
treatment facilities. Studies from Luck now, Hyderabad, and Mumbai have amply 
confirmed this. One way of addressing the long delay to treatment would be to make 
more widely available the prehospital use of intramuscular or nasal or buccal 
midazolam. 
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Finally, it should be possible for neurologists and other health care 
professionals to adopt districts and engage with primary health centre staff and state 
government health officials to identify patients with epilepsy and treat them with 
phenobarbitone.  
 
1.1 Need for the Study 
Epilepsy has impacts on various aspects of social life of patient with epilepsy. 
These patients are less likely to get married and more likely to get divorced in 
comparison with the general population. This social problem can be attributed to the 
social stigmatization of epilepsy. Stigma is a degrading and debasing attitude of the 
society that discredits a person or a group because of an attribute such as an illness, 
deformity, color, nationality, religion, etc. The resulting coping behavior of the 
affected person results in internalized stigma. This perceived or internalized stigma by 
the discredited individual is equally destructive whether or not actual discrimination 
RFFXUV6WLJPDGHVWUR\VDSHUVRQ¶VGLJQLW\PDUJLQDOL]HVDIIHFWHGLQGLYLGXDOVYLRODWHV
basic human rights, markedly diminishes the chances of a stigmatized person of 
achieving full potential, and seriously hampers pursuit of happiness and contentment. 
On the contrary, externalized stigma refers to environmental issues surrounding the 
person through social discussion and judgment by culture and its dominant view. 
Vocational issue is common in epileptic patients, as they have high 
unemployment rates and frequently work in underpaid jobs. One of the reasons for 
employment problems of patients with epilepsy is the attitude of employers. The 
problem is worse in the female patients as they have a higher rate of unemployment. 
Epileptic patients have difficulty in finding life partners or have children. There is a 
tendency for them to be single. They also have difficulties in achieving independence 
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in their life.  A study was done in South Korea regarding employment of people with 
epilepsy. People with epilepsy have higher rate of unemployment at around 30% 
compared to general population. The people with epilepsy who are unemployed have 
significantly lower quality of life than the employed ones. The employability of 
people with epilepsy was influenced by the frequency and severity of seizures, age at 
onset, interseizure psychosocial disabilities including self-esteem, personality, and 
problem-solving style and social discrimination. There was stigmatization and 
misconception in employment of people with epilepsy.  Nearly one quarter of the 
participants thought that they were treated unfairly at work or when trying to look for 
jobs. More than half of those who disclosed their disease to employers said that they 
were refused jobs due to their illness.  
About 75% of the patients mentioned that they did not reveal their disease 
when applying for job. There was a study done in United Kingdom looking at the 
attitudes of employers to people with epilepsy.  There were 204 respondents in the 
study. Nearly one quarter of the participants had experience of employing patients 
with epilepsy. Sixteen percent considered that there were no jobs in their company 
suitable for people with epilepsy. About 20% of the respondents thought that by 
employing people with epilepsy, it would be "a major issue." Employers believed that 
patients with epilepsy, even when in remission, should inform the condition of their 
illness to the employer.  
 Seizure severity and frequency are important when employers consider 
epileptic patients for employment, as half of the employers are worried of work-
related accidents. They are willing to give flexible working hours to epileptic patients. 
Company size and type of company influence employability of people with 
epilepsyEpilepsy is associated with reduced quality of life. Patients with epilepsy 
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generally have impaired coping skills or mechanisms especially female patients. 
Patients who have seizures that are well controlled have better coping skills and better 
quality of life. However, socioeconomic status can be an additional protective factor. 
Important predictors of good outcome are good quality of life at the beginning and 
few side effects of therapy. Significant predictors of poor outcome were poor health 
perception and presence of depression. At least 50% of cases begin at childhood or 
adolescence.70% to 80% of people with epilepsy could lead normal lives if properly 
treated. In developing countries, 60% to 90% of people with epilepsy receive no 
treatment due to inadequate knowledge due to social stigma. Lack of knowledge 
increases the potential for inappropriate or inadequate responses by parents, teachers, 
coworkers, and the public at large to repetitive or prolonged seizures, and the 
associated discomfort about how to provide first aid also can contribute to the general 
stigma associated with epilepsy. Clinicians play a key role in educating patients, 
parents, caregivers, and the community about how to respond to an individual who is 
having a seizure. 
In a similar study that Agarwal.et.al., conducted on 240 patients with epilepsy 
LQ,QGLDLWZDVIRXQGWKDWSDWLHQWZLWKHSLOHSV\¶VKDGDORZHUPDUULDJHUDWHWKDQWKH
general population and women with epilepsy had a higher divorce rate. Although 
attitude toward epilepsy has improved in recent years, negative public attitude toward 
HSLOHSV\SHUVLVWV6RPHSHRSOHEHOLHYH WKDWSDWLHQWZLWKHSLOHSV\¶VVKRXOGQRWPDUU\
because their children might have epilepsy too although their seizures may be well 
FRQWUROOHG'HJUHH RI QRWHG QHJDWLYH LGHDV DJDLQVW SDWLHQWZLWK HSLOHSV\¶V KDV EHHQ
different in several countries and in different cultural situations. In addition to the 
public negative attitude, the perceived stigma of epilepsy in SDWLHQWZLWK HSLOHSV\¶V 
can be attributed to this matter. We think that interaction between the externalized and 
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internalized stigma of epilepsy might have an impact on marital and sexual status in 
SDWLHQWZLWKHSLOHSV\¶V 
There are no contraindications to the use of non-hormonal methods of 
contraception in women with epilepsy.There is also a decrease in childbirth rates in 
patients with epilepsy. The childbirth rate in female patients with epilepsy is 25% 
lower compared to women in the general population. Female patients with epilepsy 
have reduced sexual interest. In some female patients with epilepsy, the desire and 
arousal phases may be inhibited. As for treatment during pregnancy, the teratogenic 
risks of anticonvulsant drugs such as spina bifida and the seizure control of the 
pregnant mothers need to be balanced. Preconception counselling should be given to 
women with epilepsy who are thinking about getting pregnant. Female patients with 
epilepsy should be informed about certain issues, including methods and 
consequences of prenatal screening, labour, breast feeding and care of a child. 
Preconceptional folic acid is given to prevent major congenital malformations in the 
babies of women with epilepsy who are taking anticonvulsant medications. 
During pregnancy, the lowest effective dose of the most appropriate 
anticonvulsant drug should be given. There is more teratogenesis with sodium 
valproate is than carbamazepineThe combination of sodium valproate and lamotrigine 
is especially teratogenic. Pregnancy probably causes increased amount in the 
clearance and decreased concentration of lamotrigine, phenytoin, and to a lesser 
extent carbamazepine. Pregnancy possibly decreases the concentration of 
levetiracetam and the active oxcarbazepine metabolite, the monohydroxy derivative. 
The majority of infants are delivered healthy with no increased risk of obstetric 
complications in female patients with epilepsy. Monitoring of lamotrigine, 
carbamazepine, and phenytoin levels during pregnancy should be considered.  
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 Epilepsy has been observed to significantly ipact on the quality of life of the 
suffers. This concept of Quality of life in epilepsy encompasses physical health 
general health and daily function, seizure frequency and severity and miedcation side 
effects. Mental health emotional well being and self esteem and social (relationships 
with family and friends and perceived stigma resulting  from the diagnosis of 
epilepsy. Individual patients definition of Quality of life is crucial to achieving the 
medical goal of seizure. 
 Patiens with epilepsy sufer social deprivation and discrimination in education, 
employment, housing, marital life amongst other components of daily living. Epilepsy 
is seen as a highly contagious and shameful disease in the yes of the public in the 
country. This  socio cultural attitude continues to have a negative impact on the 
management of epilepsy and contributes to poor prognosis and development of 
complications. The general attitude toward patients with epilepsy is negative. 
Awaritefe et.al assessed the attitude of the normal literate general public towards 
SHUVRQZLWKHSLOHSV\YHUVXVWKHµFXUHG¶SV\FKRWLFSDWLHQW7KHIRXQGWKDWKHJHQHUDO
DWWLWXGHWRZDUGVWKHHSLOHSWLFSDWLHQWLVQHJDWLYHZKHUHDVWRZDUGWKHµFXUHG¶SV\FKRWLF
patient it is positive .There were gender difference, in  that males perceived epileptic 
patients more favourably than females did. However bothe male and female 
SDUWLFLSDQWVGLVFULPLQDWHGDJDLQVWERWK WKHHSLOHSWLFDQG µFXUHG¶SV\FKRWLFSHUVRQ LQ
terms of employment, residential accommodation, friendship and marital relationship. 
 Stigma associated with epilepsy in some instances appears to be of greater 
hindrance that the side effect of the antiepileptic medication. Also the opportunity for 
marriage and employment are substantially worse for people living with epilepsy and 
its impact on daily living has been shown to be destructive.  
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 The impact of stigma on impaired psychological and social function and 
quality of life of people with epilepsy has been well documented. Schneider & Conrad 
point out that  and invidiuals experience of epilepsy is not simply a direct result of the 
medical severity of the seizures. But is also related to its social meaning  and reality. 
Stigma in epilepsy is associated with both legitmated and non-legimated 
discrimination and social exclusion, often with marked impacts on quality of life.  
 Strategies focusing on stigma, public awareness and knowledge, and social 
and rehabilitation support within the context of the community are foremost designed 
to decrease te social burden, prejudice and discrimination faced by people with 
epilepsy.  
 Greater awareness is needed of the wider psycholigal and social impacts of 
epilepsy. Improved training of health professionals is required, as are resources for 
public awareness campaigns. Anxiety and other negative reactions are more likely to 
develop when people have partial and / or inaccurate information. People need 
pertinent, individually tailored information about seizures, treatment and lifestyle. 
Input is needed not only at the time of diagnosis. Epilepsy is a complex disorder and 
the need and nature of support will change over time. Epilepsy nurse specialists have 
a crucial role in providing education, information and emotional support to people 
with epilepsy and their families. So the researcher interested to do the assessment of 
psychological and social impact on epilepsy among epileptic client.  
1.2 Statement of the problem 
   A study to assess the psychological and social impacts of epilepsy among 
epileptic clients attending neuro Out Patients Department at Government Rajaji 
Hospital, Madurai. 
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1.3 Objectives of the study 
x To assess the psychological and social impacts of epilepsy among epileptic 
clients attending neuro Out Patients Department at Government Rajaji 
Hospital, Madurai 
x To compare the psychological and social impacts of epilepsy among male and 
female epileptic clients attending neuro Out Patients Department at Govt 
Rajaji Hospital, Madurai. 
x To associate the psychological and social impacts of epilepsy among epileptic 
clients with their selected socio demographic variable. 
x To distribute the instructional module to reduce psychological and social 
impacts of epileptic clients attending neuro Out Patients Department at 
Government Rajaji Hospital, Madurai. 
 
1.4 Hypotheses 
H1:  There is a significant difference on psychological and social impacts of 
 epilepsy between male and female clients attending neuro out patients  
Department. 
H2:  There is a significant association between the psychological and social 
 impacts of epilepsy with their selected socio demographic variables. 
 
1.5 Operational definitions 
Psychological impact 
 In this study it refers to disturbance in all individual's cognitive, emotion 
regulation, or behavior and it will be measured by using  quality of life scale. 
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Social Impact  
In this study it refers to the effects like marriage, employment, and social 
functions and it will be measure by quality of life scale. 
 
Epilepsy 
In this study it refers to a neurological condition characterized by recurring fits 
due to disturbed electrical activities of the brain cells of the human being.  
 
Epileptic Client 
In this study it refers to the clients who were already diagnosed as epilepsy 
attending neuro out patient department. 
 
Neuro Outpatient Department 
 In this study it refers to epileptic clients visiting to neuro outpatient 
department who is not hospitalized overnight but visit to clinic associated facility for 
diagnosis and treatment of epilepsy.  
1.6 Assumption 
x Epileptic clients are unable to overcome the social function, intellectual 
memory, concentration and marital impact etc. 
x Epileptic clients  psychological  and social impact will be vary from person to 
person. 
 
1.7 Delimitation 
The study was limited to, 
¾ Epileptic clients attending Neuro out patients department in Government Rajaji 
Hospital, Madurai. 
¾ Data collection period was limited to 4 to 6 weeks only. 
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1.8 Projected outcome 
 The study result will show the evidence of psychological and social impacts of 
epileptic clients.  
  
CHAPTER-II 
REVIEW OF 
LITERATURE 
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CHAPTER - II 
REVIEW OF LITERATURE 
 
 A literature review is an evaluative report of information found in the 
literature related to selected area of study.  The review should describe, summarize, 
evaluate and clarify this literature.  It should give a theoretical base for the research 
and help you determine the nature of your research. Works which are irrelevant 
should be discarded and those which are peripheral should be looked at critically. 
 A literature review is more than the search for information, and goes beyond 
being a descriptive annotated bibliography. All works included in the review must be 
read, evaluated and analyzed (which you would do for an annotated bibliography), but 
relationships between the literature must also be identified and articulated, in relation 
to your field of research. 
 
This chapter deals with two sections. 
Part - A:  Review of Literature 
Part - B:  Conceptual framework based on Ida Jean Orlando Professional  
Response theory 
 
Part - A Review of literature 
The literature has been organized under following sections: 
2.1  Literature related to psychological and social impacts on epilepsy 
2.2 Literature related to epilepsy and employment 
2.3 Literature related to epilepsy and cognitive impairment  
2.4 Literature related to rehabilitation 
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Part - A  
2.1 Literature related to epilepsy and quality of life 
Mahrer-Imhof, Jaggi, Bonomo, Hediger, Eggenschwiler et.al, (2013) 
assessed the Quality of Life in adult patients with epilepsy and their family members 
among 104 dyads of patient and family members at the subjective Quality of Life in 
patients and family members differed significantly, as did satisfaction with care 
delivery. Family support contributed significantly to Quality of Life. The Quality of 
Life of the family mHPEHUVZDVDIIHFWHGE\WKHSDWLHQW¶VNQRZOHGJHDERXWWKHGLVHDVH
and the reason for their current hospitalization but patient Quality of Life scores had 
no influence on the Quality of Life of their family members. The study revealed that 
the patients' Quality of Life depended significantly on the Quality of Life of the 
family members. Patient and family centered approach is therefore emphasized. 
 
Melikyan, Guekht, Milchakova, Lebedeva.et.al, (2012) conducted the 
socio-demographic and clinical factors influencing the health-related Quality of Life 
of 208 adult patient with epilepsy  at Russia. They obtained lower mean Quality of 
LifeIE-31 scores. There was a negative correlation between duration of epilepsy with 
all Quality of LifeIE-31 subscores (p<0.05), except for emotional well-being (p=0.1). 
Depression score was the predictor of overall score and all Quality of LifeIE-31 
domains, except for emotional well-being. Age was a predictor of cognitive and social 
functioning, medication effects and the total Quality of LifeIE -31 score. The study 
concluded that seizure frequency was associated with all health related Quality of Life 
domains, except medication effects and emotional well-being. 
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Shakirand Al-Asadi (2012) conducted the Quality of Life and its 
determinants in People with Epilepsy in Basrah, Iraq on comparison of 116 patient 
with epilepsy  with healthy controls, the monthly family income among patient with 
epilepsy showed that 43.1 % were medium income earners, while most of them in the 
control group 44.8 % were high income earners. Unemployment was the most 
frequent problem in 60.3% of patient with epilepsy , 56 % were unmarried, while 
most of them in the control group were employed 53.4% and 71.6% were married. 
The mean total Quality of Life score of epileptic patients was 47.9 ± 18.1 as 
compared to 71.7 ± 10.2 in the control group with a highly significant difference (P < 
0.001). Most epileptic patients had poor to moderate Quality of life with a highly 
significant difference (P< 0.001). Patients with low educational levels and low income 
also had lower Quality of life scores, with a significant association. The study 
concluded that predictors of better Quality of Life was younger age, higher levels of 
education and family income and the clinical predictor was seizure activity. 
 
Viteva (2012) assessed the impact of perceived stigma on the Quality of Life 
of 70 Bulgarian patients with refractory epilepsy. The mean disease duration was 
25.1±1.3 years. 40.0% of patients (±5.9) had symptomatic epilepsy. Seventeen 
patients (24.2%±5.1) had partial seizures, 16 (22.8%±5.0) had generalized seizures 
and 37 (52.9±6.0) had a mixture of partial and generalized seizures. Perceived stigma 
was found among 43.6% of the patients with refractory epilepsy, and 28.7% of the 
patients selfreported of having experienced severe stigmatization. Only 4 (5.7%) 
patients with pharmacosensitive epilepsy reported stigmatization which was mild or 
moderate in all cases. Perceived stigma had a negative impact on the overall score of 
the Quaity of life-89 (T-score 47.8), as well as on all subscales of Quality of life-89, 
with the exception of "change in health" and "sexual relations". The study concluded 
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that patients with refractory epilepsy reporting stigmatization most commonly had 
very low scores on the subscales "health perceptions" (82.9%), "emotional well-
being" (71.5%), "memory" (63.4%) "health discouragement" (62.5%).  
 
Noble, Goldstein, Seed, Glucksman&Ridsdale (2012) conducted a 
prospective study among 85 people with epilepsy attending emergency departments 
where the characteristics of the mean age as 41; 53% were male, average number of 
emergeny department attendances in the prior year (mean 3.2; median 2) exceeded 
that of other emergeny department users and those with most chronic conditions. 
Some patients attended emergeny department frequently. Compared to the general 
epilepsy population, emergeny department attendees experienced more seizures, 
anxiety, had lower level of knowledge on epilepsy and its management and greater 
perceived epilepsy-related stigma. The study concluded that in descending order, 
lower knowledge, higher perceived stigma, poorer self-medication management, and 
seizure frequency were associated with more emergency visits. 
 
Quintas, Raggi, Giovannetti, Pagani, Sabariego, Cieza&Leonardi 
(2012)conducted a study to identify the Psychosocial difficulties in people with 
epilepsy found that the most frequent Psychosocial difficultiesthey found in people 
with epilepsy were depressive symptoms, memory functions, Quality of life, anxiety, 
stigma, locus of control, cognitive functions in general, and emotional  functions in 
general. The patients' life areas were affected by cognitive, emotional,and 
psychological problems. 
 
Renato.et al., (2012)conducted a study tocorrelation coefficient study aimed 
at identifying Quality of life issues and occupational performance of persons with 
epilepsy determined that the most affected domains of Quality of life in epilepsy-31 
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were seizure worry, it was nearly 29.77% about and effects of drugs were 49.75% For 
the Occupational Performance Measure, the average of performance and satisfaction 
were 3.10% and 4.45% , respectively and performance limitations most frequently 
cited were maintenance of employment, left home alone and courses. The study 
showed that the three main performance limitations posed by the Occupational 
Performance Measure identified that a level of satisfaction influenced the perception 
of Quality of life. 
 
Li Yue, Pei-min Yu, De-hao Zhao.et al., (2011) identified the determinants 
of Quality of Life in people with epilepsy and their gender differences. Perceived 
adverse effects of treatments and number of anti epileptic drugs had a greater 
influence on Quality of Life in women, whereas anxiety and seizure-related variables 
had a stronger impact on Quality of Life among men. The researchers suggested that 
individualizing interventions to improve the Quality of life of people with epilepsy 
would improve Quality of life. 
 
Nitin, Ray, Reshma, Shruthi, Herady, Kumar &Kiran (2011) conducted a 
cross-sectional study at Mangalore, India among epileptic patients in the age group of 
7 or more by an interview among 56 patients assessed the Quality of Life, and stigma 
associated and self-management practices among patients suffering from epileptic 
seizures, In that 55.4% patients had general tonic clonic seizures and 80.4% had 
multiple episodes of seizures. Quality of Life and Self management practices were 
good in 44.6% and 71.4% patients. Self-management practices were found to 
significantly improve with age of patients (P=0.012). Educational status of patients 
was found to significantly improve their Quality of Life and selfmanagement 
practices (P=0.031). Stigmatization was reported by 66.1% of the patients and it was 
22 
 
significantly more in patients in the age groups of 30 to 50 years (P=0.043). Self-
management practices were good in most patients but this was not so with Quality of 
Life or experience of stigma. The authors suggested that this could be improved by 
educating the people in order to generate greater social support for epileptic patients. 
 
Lua&Selamat (2011) investigated the relation of Awareness Knowledge and 
Attitude to health-related Quality of Life within across all patients. Both Awareness, 
Knowledge and Attitude levels the median was 80.0, range: 0±170 overall health 
related Quality of life the median was 51.5; range below 15±97 were moderate. 
Awareness was significantly correlated with Seizure Worry, p < 0.05), whereas 
knowledge was not significantly linked to any domain. Attitudes was significantly 
correlated with all domains p < 0.01) except Medication Effects and Seizure Worry. 
Patients with good Awareness, Knowledge and Attitude levels experienced 
significantly better Quality of life and Cognitive Functioning (p < 0.05). The 
researchers suggested that enhancing Awareness, Knowledge and Attitude through 
epilepsy awareness might help in improving health outcomes. 
 
Pandey, Sahoo&Sayeed (2010)conducted a study to compared the Quality of 
life and marital adjustment in epilepsy with psychiatric illnesses among 30 patient 
with epilepsy  and 60 psychiatric patients. The findings revealed that 60 % of the 
patient with epilepsy  had better social relationships as compared to 61.7% patients 
with psychiatric illness. 60% of patients diagnosed with epilepsy showed a good 
adjustment with their spouses as compared to 73.3% with psychiatric illness who had 
poor adjustment. Both the patient with epilepsy  and people with psychiatric illness 
had poor Quality of Life in 61.7% and 63.3% respectively. Both types of illnesses 
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have similar impact on Quality of Life in the domains of psychological, physical and 
environmental Quality of Life. 
 
Sancho, Iváñez, Molins, López Gómez.et al, (2010)conducted 6-months 
observational, prospective, multicenter study among 262 patients diagnosed with 
partial epilepsy and receiving two antiepileptic drugs. Reductions in seizure severity 
were detected from baseline to 3 months and 6 months (P < 0.0001). Improvements 
compared with baseline were found for Hamilton Anxiety and Depression scales (P < 
0.0001), most Medical Outcomes StudySleep subscales (P < 0.05), and seven 
subscales of Quality of Life in Epilepsy Inventory-31 (Quality of Life in epilepsy-31; 
P<0.0005). The study concluded that seizure severity correlated directly with anxiety 
(P<0.0001) and inversely with Quality of Life in epilepsy-31 measures (P< 0.0001). 
 
Eddy, Rizzo, Gulisano, Calì, Robertson &Cavanna (2010) conducted a care 
control study in that comparison of 50 young patients with controlled epilepsy and 
102 healthy controls reported increased anxiety (P = 0.037) and more emotional and 
behavioral difficulties (P < 0.001) among the young patients with controlled epilepsy. 
They study concluded that though there were no difference between the groups in 
Total Quality of Life score, treatment-responsive epilepsy was associated with lower 
Quality of Life within the Self domain (P= 0.016). 
 
Babu, Satishchandra, Sinha &Subbakrishna (2009)conducted prospective 
case- control study in resource poor setting among 250 patient with epilepsy  
attending neurology outpatient services in the age ranging from 16 to 60 years 
compared with healthy matched controls. The type of epilepsy revealed that 62.4%, 
had generalized, 21.6% complex-partial, 8.8% simple-partial and 7.2% 
hadunclassified seizures respectively. 69% were on monotherapy, and rest on 
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polytherapy, with 90.8% on adequate dosages of anti-convulsants. 83.2% were 
compliant and 70.4% had satisfactory control of seizures. One co-morbid condition 
was noted in 152 (60.8%) cases and among them, 62 (24.8%) had 2 co-morbidities. 
Control population was also evaluated for the presence of same co-morbidities 
andcompared with cases.  
 
Ohaeri, Awadalla& Farah (2009) assessed the Quality of Life in 276 
Sudanese with grand-mal seizures and their caregivers, using the world health 
organization 26-item Quality of Life found that the Quality of Life scores of patients 
were rather poor of (50.6 -60.8%), and significantly lower than the control group. The 
scores being physical health domain was 57.1%, psychological was 60.1%, social 
relations 58.4%, environment was 50.6% and general fact was 60.8%. They had lower 
environmental domain scores than Sudanese diabetes patients. Caregivers had 
significantly higher scores (57.4 -73.7%) than patients and control group. The study 
revealed that tKHUHZDV D VLJQLILFDQW FRQFRUGDQFH EHWZHHQ SDWLHQW¶V DQG FDUHJLYHU¶V 
rating. The higher Quality of life of the patients was associated with marriage, 
education, employment. 
 
Sachin, Padma, Bhatia, Prasad, Kumar &Tripathi (2008) evaluated the 
psychosocial impact of epilepsy in women between 15 and 40 years of age with 
epilepsy, compared to those with migraine and healthy, pregnant women. Amongthree 
groups of women, 100 women with epilepsy, 50 with migraine and 100 healthy, over 
a two-year period of assessment using questionnaires for identifying the Quality of 
Life, coping strategies and caregiver burden, it was found that Quality of Life was 
least, and the burden experienced by the caregiver was significantly more in patients 
with epilepsy (p t 0.001). Women with epilepsy relied more on religion/faith as a 
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coping method (p t0.021), and less on problem solving strategies (p t 0.001) when 
compared to those with migraine. When compared to healthy / pregnant women, they 
employed religious methods of coping and denial (pt 0.001), with significantly less 
use of problem solving techniques, acceptance, positive and negative distraction (p t 
0.001). The study concluded that less frequent seizures, better education and 
remission sustained for atleast six months, were associated with better Quality of Life.  
 
Senol, Soyuer, Arman &Ozturk (2007) identified the influence of fatigue, 
depression, clinical, demographic, and socio-economic factors on the Quality of Life 
of patients with epilepsy among 103 adult patients. The mean age of the patients was 
34.3 ± 12.6, and mean duration of disease was 12.6 ± 9.3 years. Among these patients,  
52.4% were men, 49.5% were married, 15.5% had a university education, 53.4% had 
low income, 45.6% had generalized seizures, and 35.0% had experienced one or more 
seizures per month during the preceding year. The most significant variables in the 
domain of overall Quality of Life was seizure frequency (P < 0.001), depression (P < 
0.001), and fatigue (P < 0.001); the variables in the domain of Mental Health were 
seizure frequency (P < 0.001) and fatigue (P < 0.001); the variable in the Cognitive 
domain was fatigue (P < 0.001); the variables in the domain of Physical Health was 
social insurance coverage (P < 0.01), fatigue (P < 0.01), and age (P < 0.01); the 
variables in the Epilepsy Targeted domain were depression (P < 0.001), seizure 
frequency (P < 0.001), and fatigue (P < 0.01).This studyconcluded that one or more 
seizures per month, severe fatigue, and depression were associated with lower Quality 
of Life in some domains. Fatigue was a significant independent predictor of Quality 
of Life. 
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Raty& Wilde Larsson (2007) reported the highest Quality of Life was in 
relation to the family domain, and the lowest, in relation to the psychological/spiritual 
domain among 102 young adults with uncomplicated epilepsy. They suggested that 
uncomplicated epilepsy did not significantly affect Quality of Life in young adults 
and that the risk of social isolation due to uncomplicated epilepsy was not increased. 
 
Alanis, Peña, Corona, López-Ayala.et al,(2005) identified the most strong 
predictors for a lower QoLIE-31 total score after multiple among 401 patients with 
sleep disorders (P < 0.001), socioeconomic status (P < 0.001), female gender (P = 
0.002), and high seizure frequency (P = 0.001). Depression and time of evolution of 
epilepsy did not have any significant influence on quality of life-31 scores. 
 
2.2 Literature related to epilepsy and employment 
Smeets.et al., (2007) Employment and epilepsy to determinate of overall 
quality of life for the person with epilepsy. However, people with epilepsy often have 
difficulty finding and maintaining employment and have higher rates of 
unemployment and underemployment than the general population. The causes for this 
are multiple and complex. There is a direct impact of seizure frequency and severity, 
with more frequent seizures correlating with lower employment rates. Associated 
intellectual disability, cognitive impairments related to seizures and anti-epileptic 
medication, and negative impact of childhood onset seizures on school achievement 
also contribute. Psychosocial issues ranging from epilepsy associated mood disorders, 
lack of access to transportation, and the impact of seizures on self-esteem are further 
examples of challenges to full employment. Unfortunately, people with epilepsy also 
continue to face fear, misunderstanding and workplace discrimination. State and 
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federal vocational rehabilitation programs are available to help unemployed people 
with qualifying disabilities such as epilepsy overcome barriers to employment. 
 
2.3 Literature related to epilepsy and cognitive impairment  
Katherine Noe MD, Ph.D (2015) Conducted a study to the impact of epilepsy 
is one of the most prevalent neurological conditions and it knows no age, racial, social 
class, geographic, or national boundaries. The impact of epilepsy rests not only on the 
individual patient, but also on the family and indirectly on the community. The 
burden of epilepsy may be due to the physical hazards of epilepsy resulting from the 
unpredictability of seizures; the social exclusion as a result of negative attitudes of 
others toward people with epilepsy; and the stigma, as children with epilepsy may be 
banned from school, adults may be barred from marriage, and employment is often 
denied, even when seizures would not render the work unsuitable or unsafe. This 
study reveals that epilepsy is a disorder associated with significant psychological 
consequences, with increased levels of anxiety, depression, and poor self-esteem 
compared with people without this condition.  
 
Christian E Elger Christoph Helmstaedter.et al, (2014)  conducted a study 
on Chronic epilepsy and cognition. Cognitive profiles in epilepsy are as heterogenous 
as the epileptic syndromes themselves; causes, topography of epileptogenic areas, 
pathogenetic mechanisms, and the diverse features characterising the clinical course 
all contribute to the effect on cognition. There is evidence that cognitive functions are 
already impaired at the onset of the disease, and that the maturation of cognitive 
functions in children is susceptible to the adverse influence of epilepsy. In adults, 
cognitive decline progresses very slowly over decades with an age regression similar 
to that of people without epilepsy.  
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ChristophHelmstaedter PhD,  MartinKurthenMD.et al., (2013) conducted 
a study to a longitudinal study in temporal lobe epilepsy. It remains unclear whether 
uncontrolled epilepsy causes mental decline. This longitudinal study contrasts change 
of memory and nonmemory functions in 147 surgically and 102 medically treated 
patients with temporal lobe epilepsy. All participants were evaluated at baseline  and 
after 2 to 10 years. Surgical patients underwent additional testing 1 year 
postoperatively. Data were analyzed on an individual and group level. Fifty percent 
of the medically treated and 60% of the surgical patients showed significant memory 
decline at with little change in nonmemory functions (difference not significant). 
Surgery anticipated the decline seen in the medically treated group and exceeded it 
when surgery was performed on the left, or if seizures continued postoperatively. 
Seizure-free surgical patients showed recovery of nonmemory functions (p < 0.001) 
and of memory functions (p = 0.03). Multiple regression indicated that retest interval, 
seizure control, and mental reserve capacity as predictors of performance changes. In 
addition, psychosocial outcome was better when seizures were controlled. This study 
revealed that chronic temporal lobe epilepsy is associated with progressive memory 
impairment. 
 
Carl B. Dodrill (2012) conducted a correlational and longitudinal studies to 
Progressive cognitive decline in adolescents and adults with epilepsy. The effects of 
an accumulation of single seizures upon mental abilities in adolescents and adults is 
explored through a selective review of the world's literature. The papers reviewed 
were divided up into cross-sectional and longitudinal studies. Of 16 investigations 
meeting all requirements for inclusion, 12 produced results pointing to a relationship 
between seizures and adverse cognitive change. Stronger results than the longitudinal 
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ones, no doubt because the effects of co-existing factors not related to seizure effects 
were included in measures of cognitive decline. The longitudinal study concluded  
that mild but thereis a definite relationships between seizures and mental decline.  
 
Esther Strauss, DavidLoring, Michael Hunter.et al.,(2008) conducted a 
study to predict cognitive impairment with epilepsy in bozeman epilepsy consortium 
among a 1141 patient with medically refractory seizure. We examined the 
contribution of age of seizure onset, seizure duration, seizure laterality, seizure 
location, gender, handedness, and cerebral speech representation to cognitive 
attainment. The combined influence of the predictor variables was modest. Age of 
seizure onset was the best single indicator of Full Scale IQ (partial r = .23) and 
General Memory (partial r = .20). Laterality and location of dysfunction, and cerebral 
speech dominance were also relevant and independent indicators of aspects of 
cognition. Except for age of onset of seizures however, the magnitude of the effects 
was limited.  
 
K.Das, M. Banerjee, G.P.Mondal.et al.,(2007) conducted a study to evaluate  
socio-economic factors causing discontinuation of epilepsy treatment resulting  
among 1450 patients with epilepsy who were recurrently followed up at an intervals 
of 2 months from 05 January to 06 January; 620 patients discontinued their treatment. 
In the developing countries, the major problems of epilepsy are lying in the treatment 
gap and discontinuation of treatment due to various adverse socio-economic factors. 
Among them 88.7% patient had breakthrough seizures for more than in two 
occasions. Socio-economic factors in respect to the treatment were evaluated during 
the follow-up period vis-a-vis income and expenditure, unemployment status, 
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negative attitude towards medical treatment, non-availability of drugs locally, co-
morbid psychiatric and other illnesses, polytherapy and socialillusional thoughts about 
epilepsy. 
 
Smeets.et al., (2007) conducted a study to employmentand over allquality of 
life for the person with epilepsy. However, people with epilepsy often have difficulty 
finding and maintaining employment and have higher rates of unemployment and 
underemployment than the general population. The causes for this are multiple and 
complex. There is a direct impact of seizure frequency and severity, with more 
frequent seizures correlating with lower employment rates. Associated intellectual 
disability, cognitive impairments related to seizures and anti-epileptic medication, and 
negative impact of childhood onset seizures on school achievement also contribute. 
Psychosocial issues ranging from epilepsy associated mood disorders, lack of access 
to transportation, and the impact of seizures on self-esteem are further examples of 
challenges to full employment. Unfortunately, people with epilepsy also continue to 
face fear, mis-understanding and work place discrimination. 
 
2.4 Literature related to rehabilitations 
R.D.Dennerll, E.A.Rodin, S.Gonzalez, et al,(2007)conducted a study to 
Neurological and Psychological Factors related to Employability of Persons with 
Epilepsy. Employed adults, Unemployed adults, and a Prevocational Group of young 
persons primarily in the 11th and 12th grades were participated in this study. An 
interdisciplinary research project was initiated for systematic, long-term study of 
employability prognosis of persons with epilepsy. Neurological, psychological, and 
occupational status variables were investigated in three groups of epileptics: The 
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study concluded that significant differences between Unemployed and Employed 
adult epileptics on a substantial number of measures that relate to employability 
suggesting a continuum of employability from very poor employability prognosis to 
very good prognosis. This study revealed that social adaptive abilities appear to be as 
important as seizure control, and perhaps even more important in the final outcome.  
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Part - B 
Conceptual Framework 
  The Conceptual Framework for the present study was based on Ida 
-HDQ 2UODQGR¶V professional response theory ZKLFK IRFXV RQ FOLHQW¶V LPPHGLDWH
need and determining if the needs were achieved with nursing action (Schmieding, 
1998). The present study was focused to assess the psychological and social impacts 
of epilepsy among epileptic clients. The framework of the study was based on Ida 
MHDQ2UODQGR¶VGHOLEHUDWHLQWHUDFWLYHPRGHO7R,GD2UODQGRWKHFOLHQWLVDQLQGLYLGXDO
with a need that, when met diminishes depression, increases independability (or) 
enhances well being. 
 
Patient behavior 
 It can be verbally expressed by language such as complaints requests, 
demands (or) refusals manifested physiologically such as apprehension, restless, 
reduced sleep, feelings, reduced motor activity or over activity and non verbal 
communication must be considered as expression of need for help and needs to be 
validated. In this present study the research to assessed seizure worry, emotional well 
being fatigue, cognitive function, overall quatiy of life, Medication effect, social 
functions. 
Nurse reaction  
 Patient behaviour stimulates a Nurses reaction. The beginning of Nurse ± 
patient relationship takes place. 1XUVHUHDFWLRQWRDSDWLHQW¶VEHKDYLRUIRUPVWKHEDVLV
for determining how a nurse acts; it consists of perception through any senses, thought 
and automated feeling. It this present study the nurse reaction is to assess the 
psychological and social impact of epilepsy by QOLIE 31 scale. 
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Nurse activity 
 Nursing activity is what ever the nurse says (or) does to benefit the patient. 
Nurse activity can be automatic (or) deliberative. Automatic reactions are nursing 
behaviours that are performed to satisfy an order or regulations that may have no 
baring on the patients need for help. Automatic reactions include giving psychological 
support, social support by a Nurse, psychologist or any health care personnel. 
Deliberative reactions is a disciplined professional response while all of nursing 
actions could be considered to be in the patients best interest or deliberative. In this 
study distribution of instruction module includes enchancement of memory, social 
interpersonal relationship, cognitive behaviroal activity social network and self help 
group for their employment. 
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CHAPTER - III 
RESEARCH METHODOLOGY 
 
Methodology is a systematic way to solve the research problems. The research 
methodology in values the systematic procedure by which the investigator starts from 
the initial identification of problem to its final conclusion. 
This chapter includes research approach, research design, variables, setting, 
population, sample, sample size, sampling technique, development of tool, content 
validity, pilot study, data collection procedure, plan for data analysis and protection of 
human rights.  
This present study was done to assess the psychological and social impacts on 
epilepsy among epilepsy FOLHQW¶V patients attending neuro outpatient department at 
government Rajaji hospital in Madurai.  
 
3.1 Research approach: 
 Quantitative approach was used for this study  
 
3.2 Research design:  
 The research design selected for the present study was univarant descriptive 
design. Univarant descriptive design are undertaken to describe the frequency of 
occurrence of a phenomenon. This design is mainly used to identify and describe the 
perception, knowledge, behavior, attitude, awareness and practice of the people etc.,  
 In this study researcher mainly assess the psychological and social impacts, 
like seizures worry, quality of life, emotional well beings, fatigue, cognitive, 
medication effects and social and marital relationships etc.,  
 
 36 
 
3.3 Research variables: 
Dependent variable 
 Psychological and Social impacts. 
 
Demographic variable 
 Age, sex, religion, education, occupation, family income, marital status, 
consanguinity, method of delivery, duration of antenatal period, residence, duration of 
illness and treatment, birth order, food habits and sleeping pattern, comorbidities, 
types of epilepsy,  support system.  
 
Clinical variables (psychological and social impacts) 
 Seizures worry, emotional well being, fatigue, cognitive, medication effects, 
social and marital relationship etc. 
 
3.4 Setting of the study 
 The setting was selected based on acquaintance of the investigator with the 
institution, feasibility of conducting the study, availability of the sample, permission 
and proximity of the setting to investigation. 
 The study was conducted in neuro outpatient department at government Rajaji 
hospital, Madurai.  
3.5 Population 
Target population 
 Clients with epilepsy on treatment. 
 
Accessible population 
Clients with epilepsy on treatment attending epilepsy neuro Out Patient 
Department, government Rajaji hospital, Madurai. 
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3.6 Sample 
Clients with epilepsy attending neuro Out Patient Department, government 
Rajaji Hospital, Madurai Who fulfill the inclusion criteria. 
 
3.7 Sample size: 
 Sample size of the present study was 136 Clients from this 68males and 68 
females. 
3.8 Sampling technique: 
The researcher adopted non probability ± consecutive sampling technique to 
select the Clients for the study. 
3.9 Method of sample selection: 
 The researcher selected samples in neuro outpatient department based on the 
inclusion criteria. 136 samples were selected. Pretest was conducted for each selected 
samples by QOLIE 31 scale about 35 to 45minutes. When the next visit of the clients 
the researcher prepared a instructional module it consist of vocational rehabilitation 
enhancement of memory, self help group, improve the social interpersonal 
relationship and cognitive behavioural activities. Before giving the instructional 
PRGXOHWKHUHVHDUFKHUH[SODLQHGWKHGR¶VDQGGRQ¶WV 
3.10 Criteria for sample selection 
Inclusion criteria: 
x Epileptic clients, both males and females who were attending neuro Out 
Patient Department, Government Rajaji Hospital, Madurai. 
x Age group between 15-50 years. 
x Clients who were willing to participate. 
x Clients who were married and living with partners. 
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Exclusion criteria: 
x Who have other associated illness, mental retardation and physical disability 
x Who have eye and hearing problem. 
x Clients who are unmarried separated and widower. 
 
3.11 Research tool 
Development of the tool:  
 A standardized questionnaire was used on the objectives of the study through 
review of literature, related studies, journals and books, opinion of experts. All these 
helped in the ultimate development of the tool. The tool is having positive and 
negative questions. 
 
3.12 Description of the tool 
Section I: Demographic variables include age, sex, religion, education,  
  occupation,  family monthly income, marital status, consanguinity, 
  delivery method, pregnant period, residence, duration of illness and 
  treatment, birth order, food habits and sleeping pattern, epilepsy with  
Comorbidities, types of epilepsy, support system.  
Section II:  30 questions consist of psychological and social impacts which 
 affect the quality of life in epileptic clients. It includes seizures 
 worry, fatigue, emotional well beings, overall quality of life, cognitive  
impairment, medication effects and social functions etc. 
3.13 Scoring procedure: 
 Likert scale was used for scoring.  This scale contains 6 points, 5 points and 4 
points 
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Psychological and social impact: 
Seizure worry is assessed by 6 points scale. 
Overall quality of life is assessed by 5 points scale. 
Emotional well being is assessed by 6 points scale. 
Fatigue is assessed by 5 points scale. 
Cognitive function is assessed by 5 points scale.¶ 
Medication effect is assessed by 5 point scale 
Social function is assessed by 4 points scale. 
 
Scoring interpretation 
0% - 20% Very low 
21%± 40% Low 
41%± 60% Moderate 
61%± 80% High 
81% ± 100% Very high 
3.14 Testing the tool: 
Content validity: 
 The study was validated by 3 nursing experts and the Associate Professor of 
preventive and Social Medicine and the Professor of Neuro Medicine. All the experts 
have their consensus and then the tool was finalized. Experts were requested to judge 
the items for the clarity, relevance, comprehensiveness and appropriate of the content. 
Appropriate modification was made in each part as per the suggestion given by the 
experts. 
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Reliability of the tool  
 The tool was administered to 10 samples representing the characteristic of the 
population. The reliability coefficient was calculated through inter rater method. The 
co-relation co-efficient was r = 0.971.  The tool was found to be highly reliable. 
 
3.15 Pilot study 
 Pilot study was conducted after getting permission from the Medical 
Superintendent and Professor of Neuro medicine from 01.06.2015 to 07.06.2015. 
10Samples were selected. Brief instruction was given about self and the study was 
explained. Written consent was obtained from the Clients and confidentiality was 
assured. The study samples were assessed by QOLIE 31 standardized tool. Findings 
of the study revealed that 4% of lower psychological and social impacts, 5% of 
moderate and 1% of High of Psychological and social impacts. From the pilot study 
findings the study setting was feasible and the tool was applicable to conduct the main 
study.  
 
3.16 Data collection procedure 
 The main study was conducted for 6 weeks at epileptic outpatient department. 
Formal permission was obtained from the Medical Superintendent and Professor of 
Neuro medicine. Brief instruction was given about self to the Clients and established 
rapport with them. Selected samples were those who fulfill the inclusion criteria. The 
purpose of the study was explained and assured confidentiality. Both verbal and 
written consent was obtained from the clients. Interview methods by standardized 
questions were used to collect a psychological and social impact of epilepsy. The 
investigator visit daily to epileptic outpatient department from 01.08.2015 to 
07.09.2015 to collect data.  
 41 
 
 
3.17 Plan for data analysis 
 The collected data was organized, classified, grouped and analyzed on the 
basis of descriptive and inferential statistics. 
 
Descriptive statistics 
 Frequency and percentage distribution were used to analyze the socio 
demographic variables of epileptic clients. 
 
Inferential statistics 
 One way annova test was used to analyze association between social impacts 
on epilepsy among epileptic clients with their selected socio demographic variables. 
3.18 Protection of human rights 
 Research proposal was approved by the dissertation committee of College of 
Nursing, Madurai Medical College, Madurai. Ethical committee approval was obtained 
from the Institute Ethical Committee, Government Rajaji Hospital, Madurai on 
27.01.2015. And also the permission was obtained from the Medical Superintendent 
and Professor of Neuro medicine. An informed consent from each study sample was 
obtained before starting the data collection. They were also explained that they may 
withdraw from the study at any time. Assurance was given to the samples that 
confidentiality would be maintained through-out the study.  
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FIGURE - 2 SCHEMATIC REPRESENTATION OF THE STUDY 
 
Research approach- Quantitative approach
 
Ð 
 
Research design- Descriptive - Univariant  
 
Ð 
 
Study setting- Neuro outpatient department Government Rajaji Hospital,  
Madurai 
 
Ð 
Target Population 
Clients with epilepsy on treatment 
 
Ð 
Accessible population 
Clients with epilepsy on treatment attending neuro out patient department 
Government Rajaji Hospital, Madurai 
 
Ð 
Sample - clients with epilepsy attending neuro outpatient department, Government 
Rajaji Hospital Madurai who fulfilled the criteria.  
 
Ð 
Sample size- 136 Clients (male -68, female -68) 
 
Ð 
 
Sampling technique- Consecutive sampling 
Pretest assessment of Psychological and Social impact by QOLIE ± 31 scale 
 
Ð 
Data analysis and interpretation of the findings 
Ð 
Distribution of Instructional Module on reduction of psychological and  
social impacts of epilepsy. 
 
Ð 
Discussion, Conclusion, Recommendation 
Ð 
Dissemination of the research findings 
  
CHAPTER IV 
DATA  ANALYSIS 
AND 
 INTERPRETATION 
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CHAPTER - IV 
DATA ANALYSIS AND INTERPRETATION 
 
 Analysis is a method of rendering data in quantitative, meaningful and 
intelligible manger, so that research problem can be studied and tested and the 
relationship between the variables can be found. 
- Polit and hungler, 2006 
 
 This chapter deals with analysis and interpretation of data collected from 
epileptic clients who were attending epileptic neuro outpatient department at 
Government Rajaji Hospital, Madurai.  
 
Presentation of data  
 The findings of the study were grouped and analyzed under the following 
sections: 
Section - I: Distribution of socio demographic variables and clinical variables  
  of epileptic clients attending neuro outpatient department at  
Government Rajaji Hospital, Madurai.  
Section ± II:  Comparison of psychological and social impacts between male and 
  female clients. 
Section - III: Association of psychological and social impacts of epilepsy among 
  epileptic clients with their selected socio demographic variables. 
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Section - I 
Distribution of socio demographic variables and clinical variables  
 
Table - 1 Frequency and percentage distribution of samples according to their 
     socio demographic variables     n = 136 
S.No Socio Demographic variables 
Frequency 
f 
Percentage 
% 
1.  Age 
a. 15 - 25yrs 
b. 26 - 35yrs 
c. 36 - 45yrs 
d. 46 and above  
 
27 
36 
36 
37 
 
19.90 
26.50 
26.50 
27.20 
2.  Gender 
a. Male 
b. Female 
 
68 
68 
 
50 
50 
3.  Religion 
a. Hindu 
b. Christian 
c. Muslim 
 
119 
5 
12 
 
87.50 
3.70 
8.80 
4.  Education 
a. Below 8thstd 
b. 9th - 10thstd 
c. 11th - 12thstd 
d. Degree 
 
63 
42 
20 
11 
 
46.30 
30.90 
14.70 
8.10 
5.  Occupation 
a. Cooly 
b. Private 
c. Government  
 
116 
10 
10 
 
85.30 
7.40 
7.40 
6.  Monthly income 
a. Below Rs.4000 
b. Rs.4000-Rs.6000 
c. Rs.6000-Rs.9000 
d. Above Rs.9000 
 
47 
58 
22 
9 
 
34.60 
42.60 
16.20 
6.60 
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S.No Socio Demographic variables 
Frequency 
f 
Percentage 
% 
7.  Marital status 
a. Married 
b. Unmarried 
 
136 
0 
 
100 
0 
8.  Consanguinity 
a. Consanguineous 
b. Non-consanguineous 
 
19 
117 
 
14 
86 
9.  Term at birth 
a. Preterm 
b. Normal 
c. Post-term 
 
118 
8 
10 
 
86.80 
5.90 
7.40 
10.  Method of delivery 
a. Normal 
b. Cesarean 
 
119 
17 
 
87.50 
12.50 
11.  Residential status 
a. Rural 
b. Urban 
 
67 
69 
 
49.30 
50.70 
12.  Duration of illness 
a. Below 3 years 
b. 4 to 7years 
c. Above 7 years 
 
58 
26 
52 
 
42.60 
19.10 
38.20 
13.  Duration of treatment 
a. Below 3 years 
b. 4 to 7years 
c. Above 7 years 
 
58 
26 
52 
 
42.60 
19.10 
38.20 
14.  Birth order 
a. First 
b. Second 
c. Third 
d. Fourth 
e. Five and above  
 
 
26 
59 
19 
15 
17 
 
19.10 
43.40 
14 
11 
12.50 
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S.No Socio Demographic variables 
Frequency 
f 
Percentage 
% 
15.  Food habit 
a. Vegetarian 
b. Mixed diet 
 
8 
128 
 
5.90 
94.10 
16.  Sleeping pattern 
a. Below 8hours 
b. 8hours 
 
87 
49 
 
64 
36 
17.  Commorbidities 
a. Epilepsy alone 
 
136 
 
100 
18.  Types of seizures 
a. General type 
 
136 
 
100 
19.  Supportive system 
a. Husband 
b. Wife 
c. Children 
 
45 
55 
36 
 
33.10 
40.40 
26.50 
 
The above tables reveals that, In the aspect of age 27(19.9%) subjects belongs in the 
age group of 15-25years, 36(26.5%) were in the age group of 26-35years and 36-
45years respectively, 37 (27.2%) were in the age group of 46 and above. 
With respect of Gender 68% of the samples were both male and female. 
 Based on religion, 119(87.5%) samples belong to Hindu, 5(3.7%), samples 
were Christian and 12(8.8%) samples were Muslim.  
In the view of education63(46.3%) samples had below 8thstd and 42 samples 
were (30.9%)9thstd to 10thstd, 20 samples were (14.7%)11thstd to 12thstd and11(8.1%) 
samples were Degree.  
Based onoccupation,116 (85.3%) samples were daily wages, 10(7.4%) 
samples were working in private company, 10(7.4%) were Government employees. 
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 Regarding family income per month47 (34.6%) were below Rs.4000, 
58(42.6%) were Rs.4000 - Rs.6000, 22 (16.2%) samples were Rs.6000-Rs.9000, 
9(6.6%) were above Rs.9000 respectively. 
 In respect of marital status all clients got married. 
With regard of consanguinity 19(14%) samples were had the family history 
of consanguinity, 117(86%) samples had the family history of Non-consanguinity. 
 With the view in term at birth, 118(86.8%) were preterm, 8(5.7%) were 
normal term, 10(7.4%) were post term. 
When viewing Method of delivery, 119 (87.5%) were normal delivery, 17 
(12.5%) were under went cesarean section. 
 In the aspect of residential status 67(49.3%) samples were residing at rural 
and 69(50.7%) samples were residing at urban. 
 In the view of duration of illness, 58(42.6%) samples were below 3years, 
26(19.1%) samples were 4-7years, 52(38.2%) samples were above 7years 
respectively. 
 Based on duration of treatment 58(42.6%) samples were below 3years, 
26(19.1%) samples were 4-7years, 52(38.2%) samples were above 7years 
respectively. 
 In the view of birth order 26(19.1%) samples were 1st birth, 59(43.4%) were 
2nd birth, 19(14%) were 3rd birth, 15(11%) were 4th birth, 17(12.5%) were five and 
above. 
 Based on their food habits the study explains 8 (5.9%) samples were 
vegetarian, 128(94.1%) were mixed diet respectively. 
 With the view of sleeping pattern 87(64%) samples were below 8hours of 
sleeping and 49(36%) were sleeping 8 hours per day. 
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Based on comorbidities 136(100%) samples were generalized epilepsy only. 
In the view of type of seizures 136(100%) samples were generalized epilepsy. 
 In the regard of supportive system 45(33.1%) samples were supported by 
their husbands, 55 (40.4%) samples ZHUHVXSSRUWHGE\WKHLUZLIH¶VZHUH
supported by their children respectively.  
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Fig-3. percentage distribution of age among epileptic client  
 The above cylindrical bar diagram shows that majority of samples 27.2% in 
the age group of 46 and above. 
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Fig-4. Percentage distribution of gender among epileptic clients 
 
 The above cylindrical diagram reveals that 50% of samples were males and 
females. 
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Fig-5. Percentage distribution of religion among epileptic clients 
 
 The above pie diagram shows that majority 87% were Hindu, 9% were 
Muslim, and 4% were Christian. 
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Fig-6. Percentage distribution of educational status among epileptic clients 
 
 The above horizontal cylindrical diagram shows that percentage distribution of 
education ,majority of subjects 46.3% were studied upto8th standard. 
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Fig-7. Percentage distribution of occupational status among epileptic clients 
 
 The above pie diagram explains that majority of subjects 85% were daily 
wages. 
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Fig-8. Percentage distribution of family income among epileptic clients
 
 This above frequency polygon diagram shows that percentage distribution of 
family income of the sample majority of samples 42.6% were between the income of 
Rs.4000-6000. 
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Fig-9. Percentage distribution of marital status among epileptic clients 
 
 The above cylindrical diagram shows that majority 100% of subjects were 
married. 
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Fig-10. Percentage distribution of consanguinity among epileptic clients 
 
 The above cone diagram shows that, majority of the samples (86%) were non 
consanguineous. 
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Fig-11. Percentage distribution of term at birth among epileptic clients 
 
 This bar diagram shows that, majority of the samples 86.8% were preterm. 
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Fig-12. Percentage distribution of method of delivery among epileptic clients 
 
 The above doughnut diagram shows that majority of the samples 87% were 
normal delivery.  
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Fig-13. Percentage distribution of residential status among epileptic clients 
  
 The above horizontal cone diagram shows that majority of the samples 50.7% 
were residing in urban area. 
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Fig-14. Percentage distribution of duration of illness among epileptic clients 
 
 The above pie diagram shows that majority of the samples 43% had below 
3years of illness. 
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Fig-15. Percentage distribution of duration of treatment among epileptic clients 
 
 The above rectangle cone diagram shows that majority of the samples were 
(42.6%) below 3years of treatment. 
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Fig-16. Percentage distribution of birth order among epileptic clients 
 
 The above frequency polygon diagram reveals that majority of the samples 
43.4% were 2nd birth order. 
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Fig-17. Percentage distribution of food habit among epileptic clients 
 
The horizontal cylindrical diagram shows that majority of the samples (94.1%) 
were having mixed type of food habits. 
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Fig-18. Percentage distribution of sleeping pattern among epileptic clients
 
 The pie diagram shows that majority of the samples 64% were sleeping less 
than 8 hours per day.
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Fig-19. Percentage distribution of support system among epileptic clients 
 
 The cone diagram shows that majority of the samples 40.4% were supported 
by their wives.
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Table - 2 Frequency and percentage distribution of clinical variables among  
     epileptic clients.       n=136 
S.No Clinical variable 
Frequency 
f 
Percentage 
% 
1.  Seizure worry 
a. Very low 
b. Low 
c. Moderate 
d. High 
e. Very high 
 
0 
4 
106 
25 
1 
 
0 
2.9 
77.9 
18.4 
0.7 
2.  Overall Quality of life 
a. Very low 
b. Low 
c. Moderate 
d. High 
e. Very high 
 
0 
32 
103 
1 
0 
 
0 
23.5 
75.7 
0.7 
0 
3.  Emotional well being 
a. Very low 
b. Low 
c. Moderate 
d. High 
e. Very high 
 
1 
22 
113 
0 
0 
 
0.7 
16.2 
83.1 
0 
0 
4.  Energy / Fatigue 
a. Very low 
b. Low 
c. Moderate 
d. High 
e. Very high 
 
0 
23 
112 
1 
0 
 
0 
16.6 
82.4 
0.7 
0 
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S.No Clinical variable 
Frequency 
(f) 
Percentage 
(%) 
5.  Cognitive functions 
a. Very low 
b. Low 
c. Moderate 
d. High 
e. Very high 
 
2 
35 
99 
0 
0 
 
1.5 
25.7 
72.8 
0 
0 
6.  Medication effects 
a. Very low 
b. Low 
c. Moderate 
d. High 
e. Very high 
 
0 
3 
130 
3 
0 
 
0 
2.2 
95.6 
2.2 
0 
7.  Social functions 
a. Very low 
b. Low 
c. Moderate 
d. High 
e. Very high 
 
0 
5 
129 
2 
0 
 
0 
3.7 
94.9 
1.5 
0 
8.  Over all scores 
a. Very low 
b. Low 
c. Moderate 
d. High 
e. Very high 
 
0 
1 
135 
0 
0 
 
0 
0.7 
99.3 
0 
0 
  
The above table reveals that with regards of seizure worry in the epileptic 
clients. 4(2.9%) had low worry, 106 (77.9%) had moderate worry and 25(18.4%) had 
higher worry and 1(0.7%) had very high seizure worry. 
 With respect of overall quality of life in epilepsy clients 32 (23.5%) had low 
quality of life, 103 (75.7%) had moderate quality of life 1(0.7%) high quality of life. 
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 With the view of emotional well being of epilepsy clients 1(0.7%)had very 
low emotional well being, 22(16.2%) had low emotional well being 113 (83.1%) had 
moderate emotional well being . 
Regarding fatigue of epilepsy clients 23(16.6%)had low energy fatigue, 112 
(82.4%) had moderate energy fatigue, and 1(0.7%) had unique energy. 
 With the view of cognitive functions of epilepsy clients 2(1.5%) had very low 
level 35(25.7%) had low level, 99 (72.8%) were having moderate level of cognitive 
functioning. 
 With the respect social functions of epilepsy clients 5(3.7%) had low level, 
129 (94.9%) had moderate level and 2(1.5%) had high level of social function. 
 From this study overall score of social impacts of epileptic clients 1(0.7%) 
had low level and 135(99.3%) had moderate level score. 
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Fig- 20. percentage distribution of seizure worry 
 
 The above horizontal cylindrical bar diagram reveals that majority of the 
samples (77.9%) were moderate worry.
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Fig-21. Percentage distribution of emotional well being 
 
 The above cone diagram shows that the majority of samples (83.10%) were 
moderate of emotional well being. 
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Fig-22. Percentage distribution of social functions 
 
 The above cylindrical bar diagram explains that the majority of the samples 
(94.90%) were moderate of social functions.  
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Fig-23. Percentage distribution of overall scores  
 
 The above bar diagram reveals that the majority of the samples (99.30%) were 
moderate of overall scores.  
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SECTION ± II 
Comparison of psychological and social impacts between male and female clients. 
 
Table - 3 Comparison of psychological and social impacts of epilepsy between 
       male and females in Clinical Variables 
n=136 (Male = 68, Female = 68) 
 
S. 
No 
Clinical variable 
Very 
Low 
Low Moderate High 
Very 
high 
Chi- 
square df  
1. Seizure worry 
a. Male 
b. Female 
  
2(1.47%) 
2(1.47%) 
 
52(38.24%) 
54(39.71%) 
 
13(9.56%) 
11(8.09%) 
 
1 
(0.74%) 
1.398 3 
0.706 
N.S 
2. Overall Quality of life 
a. Male 
b. Female 
 
- 
- 
 
18(13.24%) 
16(11.76%) 
 
49(36.03%) 
52(38.24%) 
 
1(0.74%) 
 
 
- 
1.010 2 
0.604 
N.S 
3. Emotional well being 
a. Male 
b. Female 
 
- 
1(0.74%) 
 
13(9.56%) 
9(6.62%) 
 
55(40.44%) 
58(42.65%) 
 
- 
- 
 
- 
- 
 
 
1.807 
2 
0.405 
N.S 
4. Fatigue 
a. Male 
b. Female 
 
- 
- 
 
13(9.56%) 
10(7.35%) 
 
55(40.44%) 
57(41.91%) 
 
- 
1(0.74%) 
 
- 
- 
 
1.427 
2 
0.490 
N.S 
5. Cognitive functions 
a. Male 
b. Female 
 
1 (0.74%) 
1(0.74%) 
 
15(11.03%) 
20(14.71%) 
 
52(38.24%) 
47(34.56%) 
 
- 
- 
 
- 
- 
0.967 2 
0.617 
N.S 
6 Medication effects 
a. Male 
b. Female 
 
- 
- 
 
1(0.74%) 
2(1.47%) 
 
65(47.79) 
65(47.79%) 
 
2(1.47%) 
1(0.74%) 
 
- 
- 
0.667 2 
0.717 
N.S 
7 Social functions 
a. Male 
b. Female 
 
4(2.94%) 
4(2.94%) 
 
3(2.21%) 
1(0.74%) 
 
59(43.38%) 
62(45.58%) 
 
2(1.47%) 
1(0.74%) 
 
- 
- 
1.706 2 
0.396 
NS 
8 Over all scores 
a. Male 
b. Female 
  
- 
1(0.74%) 
 
68(50%) 
67(49.26%) 
 
- 
- 
 
- 
- 
1.321 2 
0.197 
NS 
 
The above table reveals that with requests of seizures worry in males 
2(1.47%) had low impact of seizure worry, 52(38.24%) had moderate worry and 
74 
 
13(9.56%) here had high impact of seizure worry and 1(0.74%) had very high impact 
of seizure worry in female 2(1.47%) were had low seizure worry, 54(39.71%) were 
had moderate seizure worry, 11 (8.09%) were had high seizure worry. 
 With the respects of overall quality of life, in males 18(13.24%) were had 
low quality of life, 49(36.03%) were had moderate quality of life, 1(0.74%) have high 
quality of life. In female 16 (11.76%) were had low quality of life, 52 (38.24%) were 
had moderate quality of life. 
 With the view of emotional well being  in males 13(9.56%) were had low 
emotional well being, 55(40.44%) were had high emotional well being. In female  
1(0.74%) had very low emotional well beings, 9(6.62%) were had low, and 58 
(42.65%) were had high emotional well being. 
 With the regards of fatigue, in males 13(9.56%) were had low energy/ fatigue, 
55(40.44%) were had moderate energy/ fatigue. In female 10(7.35%) were had low 
energy/ fatigue, 57 (41.91%) were had and 1 (0.74%) had high energy/ fatigue. 
 When compare with cognitive function in male 1(0.74%) were had very low 
cognitive function, 15(11.03%) were had low cognitive function, and 52(38.24%) 
were had moderate cognitive function. In female 1 (0.74%) had very low cognitive 
function, 20(14.71%) were had low cognitive function, 47 (34.56%) were had 
moderate cognitive function impacts. 
 When the worry of medication effects in males 1(0.74%) had low worry, 65 
(47.29%) were had moderate worry, and 2(1.47%) were had high worry. In female 
2(1.47%) were had low worry, 65 (47.79%) were had moderate worry, and 1(0.74%) 
had high worry. 
 With the view of social function, in males 5(3.68%) were had very low social 
function, 4(2.94%) were had low social function, 59 (43.38%) were had moderate 
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social function. In female, 4(2.94%) were had very low social function, 2(1.47%) 
were had low social function, 62(45.58%) were moderate social function. 
 With the respects of overall score in male 68(50%) were had moderate score. 
In female 1(0.74%) had low score, 67 (49.26%) were had moderate scores. 
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SECTION ± II 
Comparision of Psychological and social impacts between male and female 
epileptic clients 
 
Table - 4  Mean and Standard Deviation for Psychological and  Social Impacts 
      among Male and Female Clients 
 
S.No Clinical variable n Mean SD Mean difference µW¶YDOXH 
1.  Seizure worry 
a. Male 
b. Female 
 
68 
68 
 
56.30 
61.95 
 
6.22 
5.58 
5.65 5.67 
2.  Overall Quality of life 
a. Male 
b. Female 
 
68 
68 
 
47.46 
44.08 
 
4.10 
4.20 
3.38 
4.74 
 
3.  Emotional well being 
a. Male 
b. Female 
 
68 
68 
 
46.23 
55.70 
 
3.54 
1.21 
9.48 20.82 
4.  Fatigue 
a. Male 
b. Female 
 
68 
68 
 
47.94 
65.64 
 
4.40 
1.66 
17.71 31.02 
5.  Cognitive functions 
c. Male 
d. Female 
 
68 
68 
 
58.21 
43.14 
 
3.84 
7.07 
15.07 15.44 
6.  Medication effects 
a. Male 
b. Female 
 
68 
68 
 
69.54 
55.02 
 
6.31 
3.99 
14.51 16.03 
7.  Social functions 
a. Male 
b. Female 
 
68 
68 
 
54.91 
49.29 
 
8.93 
5.03 
5.62 6.12 
8.  Over all scores 
a. Male 
b. Female 
 
68 
68 
 
52.74 
48.78 
 
3.76 
2.88 
3.97 6.89 
 P <.000 level of significant 
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 With the view of psychological and social impacts of seizure worry of 
epilepsy clients. Mean and standard deviation male and female was 56.30, 61.95, 
6.22, 5.58 respectively mean difference was 5.65. The test of significance was 
calculateGXVLQJµW¶YDOXHLVDW3OHYHORIVLJQLILFDQFH 
 With the respect of overall quality of life of epilepsy clients. The mean and 
standard deviation of male and female was 47.46, 44.08, 4.10, and 4.20 respectively. 
The mean difference was 3.38. ThH WHVW ZDV VLJQLILFDQFH ZDV FDOFXODWHG XVLQJ µW¶
value is 4.74 at P <.000 level of significance. 
 With the view of psychological and social impacts of emotional well being of 
the epilepsy clients. The mean and standard deviation of male and female was 46.23, 
55.70, 3.54 and 1.21 respectively.  The mean difference was 9.48. The test of 
significance was calculated using µW¶YDOXHLVDW3OHYHORIVLJQLILFDQFH 
 Regarding psychological and social impacts of fatigue of the epilepsy clients. 
The mean and standard deviation of male and female was 47.94, 65.64, 4.40 and 1.66 
were respectively. The mean difference was 17.71.The test of significant calculated 
using µW¶YDOXHLVDW3OHYHORIVLJQLILFDQFH 
 With the respect of psychological and social impacts of cognitive functioning 
of the epilepsy clients. The mean and SD of male and female was 58.21, 43.14,3.84 
and 7.07 respectively. The mean difference was 15.07. The test of significance was 
FDOFXODWHGXVLQJµW¶YDOXHLVDW3.000 level of significance.  
 Based on psychological and social impacts of medication effects of the 
epilepsy clients. The mean and SD of male and female was 69.54, 55.02, 6.31 and 
3.99 respectively. The mean difference was 14.51. The test of significance was 
FDOFXODWHGXVLQJµW¶YDOXHLVDW3ZKLFKOHYHORIVLJQLILFDQFH 
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 In the aspect of psychological and social impacts of social functions of the 
epilepsy clients. The mean and SD of male and female was 54.91, 49.29, 8.93 and 
5.03 respectively. The mean difference was 5.62. The test was significance was 
FDOFXODWHGXVLQJµW¶YDOXHLVDW3ZKLFKOHYHORIVLJQLILFDQFH 
 With regards of psychological and social impacts of overall total score of 
epilepsy clients. The mean and SD of male and female was 52.74, 48.78, 3.76 and 
2.88 respectively. The mean difference was 3.97. The test of significance was 
FDOFXODWHGXVLQJµW¶YDOXHLVDW3OHYHORIVLJQLILFDQFH 
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Section -III 
Association of psychological and social impacts of epilepsy among epileptic 
clients with their selected socio demographic variables.  
Table -5 Association between Psychological and social impacts among epilepsy 
      with their socio demographic variables                       n=136 
S.No Demographic variables f Mean SD 
One way 
Annova/ 
F Test 
1.  Age 
a. 15 - 25yrs 
b. 26 - 35yrs 
c. 36 - 45yrs 
d. 46 and above  
 
27 
36 
36 
37 
 
48.25 
48.31 
46.76 
43.25 
 
2.09 
3.35 
3.01 
3.27 
F=21.681 
P < .000* 
Significant 
2.  Religion 
a. Hindu 
b. Christian 
c. Muslim 
 
119 
5 
12 
 
46.34 
46.31 
48.29 
 
3.71 
4.40 
2.24 
F = 1.569 
P = .212 
Not 
significant 
3.  Education 
a. Below 8thstd 
b. 9th - 10thstd 
c. 11th - 12thstd 
d. Degree 
 
63 
42 
20 
11 
 
48.93 
48.42 
51.19 
53.58 
 
2.95 
2.42 
1.53 
8.51 
F = 21.681 
P = <.000* 
Significant 
4.  Occupation 
a. Cooly 
b. Private 
c. Government  
 
116 
10 
10 
 
46.68 
54.14 
67.50 
 
3.98 
5.53 
6.35 
F=116.326 
P = <.000* 
Significant 
5.  Monthly income 
a. Below Rs.4000 
b. Rs.4000-Rs.6000 
c. Rs.6000-Rs.9000 
d. Above Rs.9000 
 
47 
58 
22 
9 
 
49.56 
49.45 
49.73 
60.23 
 
4.35 
2.28 
1.93 
9.40 
F= <1.694 
P = <.000* 
Significant 
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S.No Demographic variables f Mean SD 
One way 
Annova/ 
F Test 
6.  Consanguinity 
a. Consanguineous 
b. Non-consanguineous 
 
19 
117 
 
50.69 
56.69 
 
7.88 
8.81 
F =2.796 
P = <.006 
Not 
significant 
7.  Term at birth 
a. Preterm 
b. Normal 
c. Post term 
 
118 
8 
10 
 
53.13 
71.00 
61.00 
 
10.19 
0.93 
8.96 
F = 14.535 
P = <.000 
Not 
significant 
8.  Delivery method 
a. Normal 
b. Cesarean 
 
119 
17 
 
70.91 
52.15 
 
3.76 
1.46 
F = 20.314 
P = <.000 
Not 
significant 
9.  Residential status 
a. Rural 
b. Urban 
 
67 
69 
 
69.05 
68.09 
 
6.97 
7.37 
F = 781 
P <.436 
Not 
significant 
10.  Duration of illness 
a. Below 3 years 
b. 4 to 7years 
c. Above 7 years 
 
58 
26 
52 
 
71.78 
70.85 
57.12 
 
1.25 
2.61 
7.59 
F = 138.16 
P = <.000* 
Significant 
11.  Birth order 
a. First 
b. Second 
c. Third 
d. Fourth 
e. Five and above  
 
26 
59 
19 
15 
17 
 
65.73 
66.54 
65.57 
66.43 
64.55 
 
9.13 
8.03 
9.15 
8.77 
9.26 
F = 0.204 
P = < .936 
Not 
significant 
12.  Food habit 
a. Vegetarian 
b. Mixed diet 
 
8 
128 
 
63.88 
66.13 
 
9.50 
8.50 
F = 0.722 
P < .472 
Not 
significant 
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S.No Demographic variables f Mean SD 
One way 
Annova/ 
F Test 
13.  Sleeping pattern 
a. Below 8hours 
b. 8hours 
 
87 
49 
 
64.96 
70.17 
 
8.98 
2.82 
F = 3.950 
P < .000* 
Significant 
14.  Supportive system 
a. Husband 
b. Wife 
c. Children 
 
45 
55 
38 
 
66.92 
66.62 
67.06 
 
7.99 
7.84 
7.64 
F = 0.036 
P < 0.964 
Not 
Significant 
 
 The above table explains that association of psychological and social impacts 
among demographic and clinical variable for epilepsy clients. 
 Statistical significance calculated using one way ANNOVA / F Test among 
this, Age (F=21.681) (P= <.000), Occupation (F= 21.68), (P = <.0001),   Education  
(F = 116.32, P <.000), Family income (F = 21.69, P <.000), Duration of Illness 
(F=138.16, P= <.000), Sleeping pattern (F=3.950, P<.000) were significantly 
associated at 0.000 level of significant. Apart from this religion, consanguinity, term 
at birth, delivery method, residential status, birth order, food habits and supportive 
system were not significantly associated. 
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CHAPTER - V 
DISCUSSION 
 
 Based on the objectives of the study and hypotheses, this chapter deals with 
the detailed discussion of the results of the data interpreted from the statistical 
analysis. The purpose of the study was to assess the psychological and social impacts 
of the epilepsy among epileptic clients attending neuro outpatient departments at 
Government Rajaji Hospital, Madurai. 
 Epilepsy can have for reaching psychological and social modifications and for 
some individuals these can be more debilitating than the seizures. Awareness of the 
psycho social problems which may arise is essential for professionals working with 
people with epilepsy and their families. 
 Greater recognition of the wide social and psychological impact of epilepsy is 
also needed to enable the development and testing of appropriate services and 
support. A large part of social problems contributes to the over all RIWKHUDS\¶VVLGH
effect, leads todenial of unemployment, underemployment, social isolation, and 
psychological distress, affects the quality of life of people with epilepsy. 
 The study was to assess the psychological and social impacts of epilepsy 
among epileptic clients attending neuro outpatient department at Government Rajaji 
Hospital, Madurai. The sampling consists of 136 clients selected by consecutive 
sample technique. The study was conducted using a standardized interview 
questionnaire including the socio demographic variables and perceived questionnaire 
regarding psychological and social impacts. The collected data and distribution of 
instruction module to reduce the psychological and social impacts. Collected data 
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were using frequency and percentage distribution, mean, standard deviation and 
ANNOVA test. The results are discussed based on the objectives.  
 
5.1 Socio demographic variables of epilepsy among epileptic clients attending 
neuro outpatient department government rajaji hospital madurai. 
 The present study shows that most of the samples 37 (27.2%) were in the age 
group 46 and above; 68(50%) were both male and female, most of the samples 
119(87.5%) were belongs to Hindu, 63(46.3%) samples were below 8th standard. 
 Majority of the samples 116 (85.3%) were in daily wages 58 (42.6%) were 
family income 4000-6000, All of the samples (100%) were married, Most of the 
Samples 118 (86.8%) were had history of non consanguinity, 118(86.8%) were 
preterm, 119 (87.5%) were had normal delivery, 69 (50.7%) were residing at urban. 
 Maximum of the subjects 58 (42.6%) were had below 3years of duration of 
illness, 55 (42.6%) were had the treatment below 3years, 59 (43.4%) were 2nd birth by 
birth order, 128 (94.1%) were mixed diet, 87 (64%) were below shows of sleeping 
pattern (100%) were epilepsy only and (100%) were generalize epilepsy only. Most of 
the samples 55 ZHUHVXSSRUWHGE\WKHLUZLIH¶V 
 
5.2 Findings based on the objectives 
 The first objective was to assess the psychological and social impacts of 
epilepsy among epileptic clients attending neuro outpatient department in 
government Rajaji Hospital, Madurai. 
 The present study reveals that in seizure worry 4 (2.9%) were had low seizure 
worry, 106 (77.9%) were had moderate worry, 25 (18.4%) were high level of worry, 
1(0.7%) were very high level of seizure worry. 
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 The present study reveals that in overall quality of life 32 (23.5%) were low 
quality of life, 103 (75.7%) were moderate quality of life, 1(0.7%) were high quality 
of life. 
 This study was consistent with the study conducted by Roshan et al, in South 
Korea(2003)revealed that were low quality of life Taisharan university of Malaya 
Malaysia. 60 subjects were selected by using simple random technique. Another study 
was consistent with the study conducted in UK. 204 respondents participated by using 
purposive random sampling. The findings revealed that 36% were have reduced 
quality of life. 
 The study reveals that emotional well being1(0.7%) were very low, 22(16.2%) 
were low emotional well being, 113(83.1%) were moderate emotional well being, 
 This study explain that fatigue 23 (16.6%) were low fatigue, 112 (82.4%) were 
had moderate fatigue, 1(0.7%) had high fatigue. 
 This study reveals that cognitive functions, 2 (1.5%) were very low, 
35(25.7%) were low, 99 (72.8%) were moderate cognitive function. 
 This study reveals that medication effects 3 (2.2%) low effects 130(95.6%) 
were moderate effects, 3 (2.2%) were high effects. 
 The present study was reveal about social function 5(3.7%) were low, 
129(94.9%) were moderate, 2 (1.5%) were high social functions. 
 The study also consisted with the study conducted by Melikan, Garakht.et.al, 
(2012) assessed the clinical factors influencing the health related quality of life of 208 
adult clients with epilepsy at Russia. Subjects were selected by purposive sampling 
technique. Standardized tool quality of life 31 was used to collect the data.They 
concluded seizure worry (frequency) was associated with all health related quality of 
life. (P<0.005) 
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 It was also supported by an observational prospective study conducted by 
Scacho Ivancz.et.al (2010). 262 subjects were diagnosed with epilepsy at neurology 
outpatient department BasrahEraq. They concluded seizure severity correlated with 
emotional well being with quality of life in epilepsy. (P< 0.001) 
 The second objective was to compare the psychological and social impacts 
of epilepsy among male and female epileptic clients attending neuro outpatient 
department at government Rajaji Hospital, Madurai. 
 When we compare in seizures worryin males 2(1.47%) had low impact of 
seizure worry, 52(38.24%) had moderate worry and 14 (10.29%) here had high 
impact of seizure worry and 1(0.74%) had very high impact of seizure worry in 
female 2(1.47%) were had low seizure worry, 54(39.71%) were had moderate seizure 
worry, 11 (8.09%) were had high seizure worry. 
 The mean score of male and female was 56.20 and 61.95 respectively, SD 
6.22 and 5.58 respectively. The mean differences were 5.65µW¶ value which was 
significant at P <0.000 level of significant and indicated that there is different between 
male and female of social and psychological impacts. 
 When we compare in overall quality of life, in males 16(11.76%) were had 
low quality of life, 52(38.24%) were had moderate quality of life, 1(0.74%) have high 
quality of life. In female 16 (11.76%) were had low quality of life, 52 (38.24%) were 
had moderate quality of life. 
 The mean score of the male and female was 47.46% and 44.08 respectively, 
SD was 4.10, 4.20 respectively. The mean differences was3.38 µW¶ value  4.742P <.000 
level of significant and indicated that there is different between male and female of 
psychological and social impacts. 
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 When we compare in emotional well beingin males 13(9.56%) were had low 
emotional well being, 55(40.44%) were had high emotional well being. In female 
1(0.74%) had very low emotional well beings, 9(6.62%) were had low, and 58 
(42.65%) were had high emotional well being. 
 The mean score of the male and female was 46.23, and 55.70and the SD of 
male and female was 3.54 and 1.21 respectively. The mean difference was 9.47 µW¶
value 20.82 P <0.000 level of significant and indicated that is different between male 
and female of psychological and social impacts. 
 When we are fatigue, in males 13(9.56%) were had low fatigue, 55(40.44%) 
were had moderate fatigue. In female 10(7.35%) were had low fatigue, 57 (41.91%) 
were had and 1 (0.74%) had high fatigue. 
 The mean score of the male and female was 47.94, 65.64 and the SD of male 
and female was 4.40 and UHVSHFWLYHO\7KHPHDQGLIIHUHQFHZDVµW¶YDOXH
31.02P <0.000 level of of significant and indicated that there is a different between 
male and female of psychological and social impacts. 
 When we compare with cognitive functionin male 1(0.74%) were had very 
low cognitive function, 15(11.03%) were had low cognitive function, and 52(38.24%) 
were had moderate cognitive function. In female 1 (0.74%) had very low cognitive 
function, 20(14.71%) were had low cognitive function, 47 (34.56%) were had 
moderate cognitive function impacts. 
 The mean score of the male and female was 58.21 M 43.14, and the SD was 
male and female 3.84 and 7.07 were respectively. 7KHPHDQGLIIHUHQFHZDVµW¶
value 15.44 P< 0.000level of significant and indicate that there is different between 
male and female of psychological and social impacts. 
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 When we compare with in medication effectsin males 1(0.74%) had low 
worry, 65 (47.29%) were had moderate worry, and 2(1.47%) were had high worry. In 
female 2(1.47%) were had low worry, 65 (47.79%) were had moderate worry, and 
1(0.74%) had high worry. 
 The mean score of the male and female was 69.54, 55.02 and SD of 6.31, 3.99 
was respectively. The mean differences was 14.52µW¶YDOXHZKLFKZDVVLJQLILFDQWDW
p <0.000 level of significant and indicate that there is different between male and 
female of psychological and social impacts.  
 When we compare in social function, in males 5(3.68%) were had very low 
social function, 4(2.94%) were had low social function, 59 (43.38%) were had 
moderate social function. In female, 4(2.94%) were had very low social function, 
2(1.47%) were had low social function, 62(45.58%) were moderate social function. 
 The mean score of the male and female was 54.91, 49.29 and the SD-8.93, 
5.03 respectively. The mean differences was 5.62µW¶YDOXHZKLFKZDVVLJQLILFDQFH
at p < 0.000 level of significant and indicates that there is different between male and 
female of social and physiological impacts. 
 When we compare in their overall scorein male 68(50%) were had moderate 
score. In female 1(0.74%) had low score. In female 1(0.74%) had low score, 67 
(49.26%) were had moderate scores. 
 The mean score of the male and female was 52.74, 48.74 and the SD was 3.76, 
2.88 respectively. The mean differences was 3.99 µW¶ YDOXH 6.89 significance at p 
<0.000 level of significant and indicate that there is different between male and 
female of social and psychological impacts.  
 The study was consistent with the study conducted by LiyuePerminyu 
Dehao.et.al (2011)at Taisharan, Malaysia. A comparative study to assess the 
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determinants of Quality of life in people with epilepsy. 156 subjects were selected by 
simple random sampling technique. Standardized tool quality of life 89 was used to 
collect the data. The study revealed that anti epileptic drugs had a greater influence on 
quality of life in women than in men. 
 This study also consistent with the study conducted SachinPadma Bhatiya 
(2008) at Balgerian.  A Comparative study to assess the psychological and social 
impact of epilepsy in women between 15 to 40 years.  100 women and 100 men with 
epilepsy were selected by simple random sampling technique.  Standardized tool 
quality of life tool 31 scale was used to collect the data. The study revealed that most 
of the women were affected the impact than men. 
Hence the stated Hypothesis - H1 there is a significant difference in psychological 
and social impacts of epilepsy between male and female client attending neuro 
Out Patients Department was accepted. 
The third objective was to associate the psychological and social impacts 
of epilepsy among epileptic clients with their selected socio demographic 
variables. 
 Statistical significance calculated using one way ANNOVA/ F Test, Age,             
(F= 21.681) (P= < 0.000), Occupation (F = 21.68) (P= <.001), Education F = 116.32, 
P <.000, Family income (F=21.69) (P<.000) Duration of illness (F = 138.16), P = 
<.000), Sleeping pattern (F = 3.950), (P<.000) were significantly associated with 0.05 
level of significant of psychological and social impacts of epilepsy clients Apart from 
this religion, consanguinity, term at birth, mode of delivery, residential status, birth 
order, food habits and supportive system were not significantly associated. 
 The study was supported by a study conducted by Labedeva et al (2012) at 
South Korea. Descriptive study was conducted 202 subjects were selected by 
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purposive sampling technique. Standardized quality of life tool 31 scale was used to 
collect the data. They concluded that age was one of the influencing factor by 
cognitive function, social function, medication effect and total quality of life. 
(P<0.05). 
 This study was also consistent by a comparative study conducted by Shaqirul 
Al-asadi (2012) in Bangaladesh. Simple random technique was used to select the 
sample. 116 samples were selected. Standardized tool was used to collect the data. 
The study revealed that monthly family income is influenced by unemployment, 
unmarried and poor to moderate quality of life at (P<0.0001) level of significant.  
 This study was also supported by a correlation and coefficient study conducted 
by Renoto.et al (2012) at University of Zirich Switcher land.  204 samples were 
selected by purposive sampling technique and Standardized  quality of life tool 48 
scale was used to collect the data. This study concluded that anti epileptic drug was 
limit the performance in occupation which affects the income of the family. 
 
Hence the stated Hypothesis - H2 There is a significant association between 
psychological and social impacts of epilepsy with their selected socio 
demographic variables was accepted.  
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CHAPTER - VI 
SUMMARY, CONCLUSION, IMPLICATIONS, RECOMMENDATION 
 
 This chapter deals with the summary of the study and conclusions drawn. It 
also clarifies the implications for different areas like nursing practice. Nursing 
education, nursing approach, Nursing administrations and recommendations for the 
further research. 
 
6.1 Summary of the study 
 Since ancient times, persons who have had chronic or recurrent convulsive 
disorders, epilepsy have been treated with varying degree of respect and score. Today 
people with epilepsy still confront superstition, insensitivity and discriminations. 
 However depending upon the cause type and severity of seizures, the social 
impact of seizures, and side effects of antiepileptic medications. Some may face some 
challenges with learning and behaviors and require extra help. The burden of epilepsy 
may be due to the physical hazards of epilepsy resulting from the predictability of 
seizures. The social exclusion as a result of negative attitude of others toward people 
with epilepsy, and the stigma, as children with epilepsy may be barred from marriage, 
and employment is often derived, even when seizures would not render the work 
unsuitable or unsafe. 
 Another major impact and adults is the interpersonal relationship embracing 
friendship, courtship and marriage, withdrawal from social lives fear of rejection and 
worry over inheritance and pregnancy limit their social support network and 
establishment of new family support system in the long run. 
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 A high number of patients with epilepsy have depressive illness and psychosis. 
They also have higher rate of suicidal attempts or ideation. They also have negative 
social skills and impaired coping mechanisms. 
 So the investigator conducted a study to assess the psychological and social 
impacts of epilepsy among epileptic clients attending neuro outpatient department at 
government Rajaji Hospital, Madurai.  
 
The objectives of the study were 
x To assess the psychological and social impacts of epilepsy among epileptic 
clients attending neuro out patients department at Government Rajaji Hospital, 
Madurai. 
x To compare the psychological and social impacts of the epilepsy among male 
and female epileptic clients attending neuro outpatient department at 
Government Rajaji Hospital, Madurai. 
x To associate the psychological and social impacts of epilepsy among epileptic 
clients with their selected socio demographic variables. 
x To distribute the instructional module to reduce the psychological and social 
impacts of epilepsy among epileptic clients. 
 
Hypotheses 
H1:  There is a significant difference on psychological and social impacts of 
 epilepsy between male and female client attending neuro Out Patients 
 department. 
H2:  There is a significant association between psychological and social impacts of 
epilepsy with their selected socio demographic variables. 
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 The setting of the study was epileptic outpatient department, Government 
Rajaji Hospital, Madurai. The research approach used in the study was quantitative 
approach and design was univarant descriptive design. Sampling technique was non 
probability - consecutive sampling technique. The total sample was 136. Interviewed 
by method used to collect data based on the objectives of the study. 
 The content validity and reliability was obtained prior from the study. 
Subsequently a pilot study was conducted and it found that, the tool was feasible and 
practicable. A modified ,GD -HDQRUODQGR¶VSURIHVVLRQDO UHVSRQVH WKHRU\ was 
formulated which provided a useful means in assessing the psychological and social 
impacts of the epilepsy among epileptic clients. 
 The data was done for a period of four weeks from 01.08.2015 to 07.09.2015. 
After getting informed consent from clients, on the day 1st the data was collected by 
interview method. On 38th day assessed for psychological and social impacts on 
epilepsy among epileptic clients. The data were analyzed by descriptive and 
inferential statistics. 
 Based on their age 27(19.9%) subjects belongs in the age group of 15-25years, 
36(26.5%) were in the age group of 26-35years and 36-45years respectively, 37 
(27.2%) were in the age group of 46 and above. 
 With respect of Gender 68% of the samples were both male and female. 
 Based on religion, 119(87.5%) samples belong to Hindu, 5(3.7%), samples 
were Christian and 12(8.8%) samples were Muslim.  
In the view of education 63(46.3%) samples had below 8thstd and 42 samples 
were (30.9%)9thstd to 10thstd, 20 samples were (14.7%)11thstd to 12thstd and11(8.1%) 
samples were Degree.  
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Based on occupation, 116 (85.3%) samples were daily wages, 10(7.4%) 
samples were working in private company, 10(7.4%) were Government employees. 
 Regarding family income per month47 (34.6%) were below Rs.4000, 
58(42.6%) were Rs.4000 - Rs.6000, 22 (16.2%) samples were Rs.6000-Rs.9000, 
9(6.6%) were above Rs.9000 respectively. 
 In respect of marital status all clients got married. 
With regard of consanguinity 19(14%) samples were had the family history 
of consanguinity, 117(86%) samples had the family history of Non-consanguinity. 
 With the view in term at birth, 118(86.8%) were preterm, 8(5.7%) were 
normal term, 10(7.4%) were post term. 
In Method of delivery, 119 (87.5%) were normal delivery, 17 (12.5%) were 
under went cesarean section. 
 In the aspect of residential status 67(49.3%) samples were residing at rural 
and 69(50.7%) samples were residing at urban. 
 In the view of duration of illness, 58(42.6%) samples were below 3years, 
26(19.1%) samples were 4-7years, and 52(38.2%) samples were above 7years 
respectively. 
 Based on duration of treatment 58(42.6%) samples were below 3years, 
26(19.1%) samples were 4-7years, 52(38.2%) samples were above 7years 
respectively. 
 In the view of birth order 26(19.1%) samples were 1st birth, 59(43.4%) were 
2nd birth, 19(14%) were 3rd birth, 15(11%) were 4th birth, 17(12.5%) were five and 
above. 
 Based on their food habits the study explains 8 (5.9%) samples were 
vegetarian, 128(94.1%) were mixed diet respectively. 
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 With the view of sleeping pattern 87(64%) samples were below 8hours of 
sleeping and 49(36%) were sleeping 8 hours per day. 
  Based on comorbidities 136(100%) samples were generalized epilepsy only. 
 In the view of type of seizures 136(100%) samples were generalized epilepsy. 
 In the regard of supportive system 45(33.1%) samples were supported by 
WKHLUKXVEDQGVVDPSOHVZHUHVXSSRUWHGE\WKHLUZLIH¶VZHUH
supported by their children respectively. 
With respect of seizures worry in males 2(1.47%) had low impact of seizure 
worry, 52(38.24%) had moderate worry and 13 (9.56%) here had high impact of 
seizure worry and 1(0.74%) had very high impact of seizure worry in female 
2(1.47%) were had low seizure worry, 54(39.71%) were had moderate seizure worry, 
11 (8.09%) were had high seizure worry. 
 With the respects of overall quality of life, in males 18(13.24%) were had 
low quality of life, 49(36.03%) were had moderate quality of life, 1(0.74%) have high 
quality of life. In female 16 (11.76%) were had low quality of life, 52 (38.24%) were 
had moderate quality of life. 
 With the view of emotional well being  in males 13(9.56%) were had low 
emotional well being, 55(40.44%) were had high emotional well being. In female  
1(0.74%) had very low emotional well beings, 9(6.62%) were had low, and 58 
(42.65%) were had high emotional well being. 
 With the regards of fatigue, in males 13(9.56%) were had low fatigue, 
55(40.44%) were had moderate fatigue. In female 10(7.35%) were had low fatigue, 57 
(41.91%) were had and 1 (0.74%) had high fatigue. 
 When compare with cognitive function in male 1(0.74%) were had very low 
cognitive function, 15(11.03%) were had low cognitive function, and 52(38.24%) 
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were had moderate cognitive function. In female 1 (0.74%) had very low cognitive 
function, 20(14.71%) were had low cognitive function, 47 (34.56%) were had 
moderate cognitive function impacts. 
 When the worry of medication effects in males 1(0.74%) had low worry, 65 
(47.29%) were had moderate worry, and 2(1.47%) were had high worry. In female 
2(1.47%) were had low worry, 65 (47.79%) were had moderate worry, and 1(0.74%) 
had high worry. 
 With the view of social function, in males 5(3.68%) were had very low social 
function, 4(2.94%) were had low social function, 59 (43.38%) were had moderate 
social function. In female, 4(2.94%) were had very low social function, 2(1.47%) 
were had low social function, 62(45.58%) were moderate social function. 
 With the respects of overall score in male 68(50%) were had moderate score. 
In female 1(0.74%) had low score, 67 (49.26%) were had moderate scores. 
 The above table explained about psychological and social impacts of seizure 
worry of epilepsy clients.56.30, 61.95, 6.22, 5.58 respectively mean difference was 
5.65. 7KHWHVWRIVLJQLILFDQFHZDVFDOFXODWHGXVLQJµW¶YDOXHLVDW3OHYHORI
significance. 
 The table explained about overall quality of life of epilepsy clients. The mean 
and standard deviation of male and female was 47.46, 44.08, 4.10, and 4.20 
respectively. The mean difference was 3.38. The test was significance was calculated 
XVLQJµW¶YDOXHLVDW3OHYHORIVLJQLILFDQFH 
 The table explains psychological and social impacts of emotional well being 
of the epilepsy clients. The mean and standard deviation of male and female was 
46.23, 55.70, 3.54 and 1.21 respectively.  The mean difference was 9.48. The test of 
significance was calculated using µW¶YDOXHLVDW3OHYHORIVLJQLILFDnce. 
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 The table explains psychological and social impacts of fatigue of the epilepsy 
clients. The mean and standard deviation of male and female was 47.94, 65.64, 4.40 
and 1.66 were respectively. The mean difference was 17.71.The test of significant 
calculated using µW¶YDOXHLVDW3OHYHORIVLJQLILFDQFH 
 This table explains psychological and social impacts of cognitive functioning 
of the epilepsy clients. The mean and SD of male and female was 58.21, 43.14,3.84 
and 7.07 respectively. The mean difference was 15.07. The test of significance was 
FDOFXODWHGXVLQJµW¶YDOXHLVDW3OHYHORIVLJQLILFDQFH 
 The table explains psychological and social impacts of medication effects of 
the epilepsy clients. The mean and SD of male and female was 69.54, 55.02, 6.31 and 
3.99 respectively. The mean difference was 14.51. The test of significance was 
calculated using µW¶YDOXHLVDW3ZKLFKOHYHORIVLJQLILFDQFH 
 The table explains psychological and social impacts of social functions of the 
epilepsy clients. The mean and SD of male and female was 54.91, 49.29, 8.93 and 
5.03 respectively. The mean difference was 5.62. The test was significance was 
FDOFXODWHGXVLQJµW¶YDOXHLVDW3ZKLFKOHYHORIVLJQLILFDQFH 
 This table explains psychological and social impacts of overall total score of 
epilepsy clients. The mean and SD of male and female was 52.74, 48.78,3.76 and 2.88 
respectively. The mean difference was 3.97. The test of significance was calculated 
using µW¶YDOXHis 6.89 at P<.000 level of significance.  
 Statistical significance calculated using one way ANNOVA / F Test among 
this, Age (F=21.681) (P= <.000), Occupation (F= 21.68), (P = <.0001),   Education (F 
= 116.32, P <.000), Family income (F = 21.69, P <.000), Duration of Illness 
(F=138.16, P= <.000), Sleeping pattern (F=3.950, P<.000) were significantly 
associated at 0.000 level. Apart from this religion, consanguinity, term at birth, mode 
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of delivery, residential status, birth order, food habits, and support system were not 
significantly associated. 
 With respect of seizures worry in males 2(1.47%) had low impact of seizure 
worry, 52(38.24%) had moderate worry and 14 (10.29%) here had high impact of 
seizure worry and 1(0.74%) had very high impact of seizure worry in female 
2(1.47%) were had low seizure worry, 54(39.71%) were had moderate seizure worry, 
11 (8.09%) were had high seizure worry. 
 With the respects of overall quality of life, in males 16(11.76%) were had 
low quality of life, 52(38.24%) were had moderate quality of life, 1(0.74%) have high 
quality of life. In female 16 (11.76%) were had low quality of life, 52 (38.24%) were 
had moderate quality of life. 
 With the view of emotional well being in males 13(9.56%) were had low 
emotional well being, 55(40.44%) were had high emotional well being. In female 
1(0.74%) had very low emotional well beings, 9(6.62%) were had low, and 58 
(42.65%) were had high emotional well being. 
 With the regards of fatigue, in males 13(9.56%) were had low fatigue, 
55(40.44%) were had moderate fatigue. In female 10(7.35%) were had low fatigue, 57 
(41.91%) were had and 1 (0.74%) had high fatigue. 
 When compare with cognitive function in male 1(0.74%) were had very low 
cognitive function, 15(11.03%) were had low cognitive function, and 52(38.24%) 
were had moderate cognitive function. In female 1 (0.74%) had very low cognitive 
function, 20(14.71%) were had low cognitive function, 47 (34.56%) were had 
moderate cognitive function impacts. 
 When the worry of medication effects in males 1(0.74%) had low worry, 65 
(47.29%) were had moderate worry, and 2(1.47%) were had high worry. In female 
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2(1.47%) were had low worry, 65 (47.79%) were had moderate worry, and 1(0.74%) 
had high worry. 
 With the view of social function, in males 5(3.68%) were had very low social 
function, 4(2.94%) were had low social function, 59 (43.38%) were had moderate 
social function. In female, 4(2.94%) were had very low social function, 2(1.47%) 
were had low social function, 62(45.58%) were moderate social function. 
 With the respects of overall score in male 68(50%) were had moderate score. 
In female 1(0.74%) had low score. In female 1(0.74%) had low score, 67 (49.26%) 
were had moderate scores. 
 
 
6.2 Conclusion 
The study findings statistically proved that most of the epileptic clients 
attending neuro outpatient department at Government Rajaji Hospital were had 
moderate psychological and social impacts of epilepsy. Also there was difference in 
male and female with their psychological and social impacts. There was association of 
psychological and social impacts with age, family income, occupation, education, 
duration of illness and sleeping pattern.  As age increases, the activities and day to 
day performances will decrease. This leads to increase in psychological and social 
impacts of quality of life. If family income is reduced, they cannot fulfill their basic 
QHHGVZKLFK DIIHFW WKHTXDOLW\ RI OLIH(SLOHSWLF FOLHQWVZRQ¶W JHW MREGXH WR GHQLDO
This leads to increase psychological and social impacts of quality of life. And also 
their education gets affected due to the chronic duration of illness, which increases the 
psychological and social impacts of quality of life. Due to the impaired sleep 
disturbance their day to day performances affected. This increases the psychological 
and social impacts of quality of life. Hence the researcher concluded that the 
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instructional module needs to be distributed, to reduce the psychological and social 
impacts of epilepsy among epileptic clients. 
 
 
6.3 Implications of the study 
 The study has implications in nursing practice, Nursing education, Nursing 
Research and Nursing administrations. 
 
6.3.1 Nursing Practice 
x Different methods of teaching can be used to reduce impact and improve the 
knowledge like vocational rehabilitation, continuous behavior therapy, 
memory enhancement etc. 
x Curriculum should be based on improve the knowledge to cope up with 
psychological and social impacts.  
x The community health nurse can plan teaching programme like Mass 
educations. 
 
6.3.2 Nursing Education 
x As nursing education, we must strengthen the non pharmacological methods 
of managing epilepsy and should be incorporate in nursing subjects. 
x Nursing Education should emphasize on preparing nurses to various treatment 
modalities and update their knowledge in all fields. 
x The study will enhance the nursing students to acquire knowledge to eliminate 
social stigma among epileptic client and cope up with the epilepsy in a 
positive manner. 
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6.3.3 Nursing Research 
x This study can be baseline for future studies to build upon and motivate the 
investigator for further studies. 
x An experimental study can also conducted with large samples. 
x Nurse should conduct periodic research and disseminate the findings through 
publications, conferences and seminars. 
x As nursing profession focused on evidence based practice, the nursing 
personal should involve in research activities to come out with successful 
remedies to reduce the burden of the impact. 
 
6.3.4 Nursing Administrations 
x As nurse administrator, we must take initiation in formulating policies on 
various aspects of care. 
x Nursing administrator should or have various staff development programmes 
to educate the nurses on importance to reduce the psychological and social 
impacts of epilepsy among epileptic clients. 
x Nursing administrator should motivate the nurses to gain knowledge to reduce 
the psychological and social impacts of epilepsy among epileptic clients. 
 
6.4 Recommendations 
 The study recommends the following further research 
x The study can conduct with large samples to generalize the findings. 
x Comparative studies can be conducted between various types of epileptic 
clients.  
x The study is conducted in different settings like community.   
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APPENDIX- V 
Informed consent form 
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APPENDIX ± VI 
Research Tool ± English 
SOCIO DEMOGRAPHIC VARIABLES 
 
1. Age in completed years        
1. 15-25years 
2. 26-35years 
3. 36-45years 
4. 46-50 years 
 
2. Gender          
1. Male 
2. Female 
 
3. Religion          
1. Hindu 
2. Christian 
3. Muslim 
4. Others 
 
       4. Education          
1. Upto 8th std 
2. Upto 10th std 
3. Upto 12th std 
4. Degree 
 
        5. Occupation          
1. Cooly 
2. Private work 
3. Government  
4. Unemployed 
5. Vocational 
 
       6. Monthly family income        
1. <Rs.4000 
2. Rs.4001 - Rs.6000 
3. Rs.6001 - Rs.9000 
4. >Rs.9000 
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         7. Marital status         
1. Married 
2. Unmarried 
3. Separated / Widower 
4. Divorced 
 
   8. Consanguinity          
1. Consanguineous 
2. Non-consanguineous 
 
  9. Term at birth          
1. Full term 
2. Pre term 
3. Post term  
 
10. Delivery method         
1. Normal delivery 
2. Cesarean section 
3. Instrumental delivery 
 
11. Residential Place         
1. Rural 
2. Urban 
 
12. Duration of illness         
1. 1 - 4 years 
2. 5 - 9 years 
3. 10 - 14 years 
4. More than 15 years 
 
13. Duration of treatments        
1. 1 - 4 years 
2. 5 - 9 years 
3. 10 - 14 years 
4. More than 15 years 
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14. Birth order          
1. First  
2. Second 
3. Third 
4. Fourth 
5. Five and more 
 
15. Food habit          
1. Vegetarian 
2. Non vegetarian 
3. Mixed diet 
 
16.  Sleeping pattern         
1. < 8 hours 
2. 8hours 
3. > 8hours 
 
17.  Epilepsy with Comorbidities       
1. Epilepsy alone 
2. Mental retardation with epilepsy 
3. Cerebral palsy with epilepsy 
4. Post traumatic condition with epilepsy  
 
18.  Types of seizures         
1. Generalized 
2. Grand mal 
3. Tonic clonic 
4. Meningitis 
5. Others  
 
19.  Supportive system         
1. Husband 
2. Wife 
3. Children 
4. Parents and siblings  
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COLLEGE OF NURSING,  
MADURAI MEDICAL COLLEGE,  
MADURAI. 
 
PSYCHOLOGICAL AND SOCIAL IMPACTS OF  EPILEPSY  
 
INSTRUCTIONS:- 
 This questionnaire should be completed only by the person who has epilepsy 
(not a relative or friend) because no one else knows how YOU feel.  
 Answer every question by circling the appropriate number (1, 2, 3...).  
 
1. Overall, how would you rate your quality of life? 
(Circle one number on the scale below) 
 
SOCIAL IMPACTS ON FEELINGS REGARDING 
  
A
ll 
of
 th
e 
tim
e 
M
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tim
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e 
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2. Did you feel full of pep? 1 2 3 4 5 6 
3. Did you have a lot of energy? 1 2 3 4 5 6 
4. Did you feel worm out? 1 2 3 4 5 6 
5. Did you feel tired? 1 2 3 4 5 6 
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6. Have you been a very nervous system? 1 2 3 4 5 6 
7. Have you felt so down in the dumps that nothing could cheer you up? 1 2 3 4 5 6 
8. Have you felt cam and peaceful? 1 2 3 4 5 6 
9. Have you felt downhearted and blue? 1 2 3 4 5 6 
10. Have you been a happy person? 1 2 3 4 5 6 
 
EMOTION REGARDING 
  
N
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ll 
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A
 lo
t 
V
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y 
m
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11. 
How much do the above problems and 
worries about emotions distress you 
overall? 
1 2 3 4 5 
 
REGARDING DAILY SOCIAL ACTIVITIES 
  
A
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 th
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N
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12. 
Has your health limited your social 
activities (such as visiting with friends 
or close relatives)? 
1 2 3 4 5 6 
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REGARDING ANTIEPILEPTIC MEDICATION HAS CAUSED 
TROUBLE WITH LEISURE ACTIVITIES 
  
A
 g
re
at
 
D
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w
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t  
O
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y 
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N
ot
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13. Leisure activities (such as hobbies, going out) 1 2 3 4 5 
14. Driving (or transportation) 1 2 3 4 5 
  
N
ot
 a
t a
ll 
 
bo
th
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so
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e 
   
E
xt
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y 
bo
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m
e
15. How much do your work limitations bother you? 1 2 3 4 5 
16. How much do your social limitations bother you? 1 2 3 4 5 
17. How much do physical effects of antiepileptic medication bother you? 1 2 3 4 5 
18. How much do mental effects of antiepileptic medication bother you? 1 2 3 4 5 
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19. 
How much do the above problems and 
worries about daily activities distress you 
overall? 
1 2 3 4 5 
 
REGARDING THINKING, MEMORY, READING, 
CONCENTRATING 
  
A
ll 
of
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tim
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20. 
Did you have difficulty reasoning and 
solving problems (such as  making 
plans, making decisions, learning new 
1 2 3 4 5 6 
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21. Did you have you had any trouble with your memory? 1 2 3 4 
 
REGARDING MARITAL LIFE  
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22. Did you have satisfaction with your married life? 1 2 3 4 
23. Did you have sexual relationship with your spouse? 1 2 3 4 
 
REGARDING VOCATIONAL IMPACTS  
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24. Did you have job satisfaction with your job? 1 2 3 4 
25. Did you have monthly income satisfaction with your job? 1 2 3 4 
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REGARDING SEIZURES 
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26. Did you have worried about having another seizure? 1 2 3 4 5 6 
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27. Do you worry about hurting yourself during a seizure?    1 2 3 
 
REGARDING OVER ALL QUALITY  
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28. How much the problem and worries about mental function? 1 2 3 4 5 
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29. How will you feel the total quality of life? 1 2 3 4 5 
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30. How good or bad health do you think? 20 40 60 80 100 
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 APPENDIX ± VII 
Research Tool ± Tamil 
 
jd;dpiytpguf;Fwpg;G 
fPo;f;fz;ltw;iwftdkhfgbj;JnghUj;jkhdtw;iw bf; (9) FwpaplTk;. 
1. fle;jtaJ          
 m. 15- 25taJ 
 M. 26 - 35taJ 
 ,. 36-45taJ 
 <. 46-50taJ 
2. ghypdk;           
 m. Mz; 
 M. ngz; 
3. kjk;           
 m. ,e;J 
 M. fpwp];jth; 
 ,. K];yPk; 
 <. gpwkjj;jth; 
4. fy;tpj;jFjp          
 m. kuGrhuhfy;tpKiw 
 M. eLepiyf;fy;tp 
 ,. Nky;epiyf;fy;tp 
 <. gl;lg;gbg;G 
5. njhopy;           
 m. $ypNtiy 
 M. jdpahh; Ntiy 
 ,. murhq;fNtiy 
 <. Ntiyapy;yhjth; 
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6. FLk;gkhjtUkhdk;         
 m. &.4000f;FFiwthf 
 M. &.4001 Kjy; &.6000 tiu 
 ,.  &.6001 Kjy; &.9000 tiu 
 <. &.9000f;Fk; Nky; 
 
7. jpUkzj;jFjp         
 m. jpUkzkhdth; 
 M. jpUkzkhfhjth; 
 ,. gphpe;Jtho;gth; / tpjit 
 <. tpthfuj;jhdth; 
 
8. ,uj;jrk;ge;jg;gl;ljpUkzkh?       
 m. Mk; 
 M. ,y;iy 
 
9. gpurtkhdKiw         
 m. Rfg;gpurtk; 
 M. mWitrpfpr;ir %yk; 
 ,. MAjg; gpurtk; 
 
11. trpg;gplk;          
 m. fpuhkk; 
 M. efuk; 
12. Nehapd; fhymsT         
 m. 1 tUlk; Kjy; 3 tUlq;fs; 
 M. 4 tUlq;fs; Kjy; 7 tUlq;fs; 
 ,. 7 tUlq;fs; Kjy; 9 tUlq;fs; 
 <. 10 tUlq;fSf;FNky; 
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13. Nehapd; rpfpr;irf;FvLj;Jf;nfhz;lfhymsT    
 m. 1 tUlk; Kjy; 3 tUlq;fs; 
 M. 4 tUlq;fs; Kjy; 7 tUlq;fs; 
 ,. 7 tUlq;fs; Kjy; 9 tUlq;fs; 
 <. 10 tUlq;fSf;FNky; 
 
14. gpwg;Gthpir          
 m. Kjy; Foe;ij 
 M. ,uz;lhtJFoe;ij 
 ,. %d;whtJFoe;ij 
 <. ehd;fhtJFoe;ij 
 c. Ie;Jkw;Wk; mjw;FNky;   
 
15. czTg;gof;ftof;fk;        
 m. irtk; 
 M. mirtk; 
 ,. ,uz;Lk; fye;jJ 
 
16. cwf;fKiw          
 m. 8kzpNeuj;jpw;Fk; Fiwthd 
 M. 8kzpNeuk; 
 ,. 8kzpNeuj;jpw;Fk; mjpfkhd 
 
17. typg;Gk; mJrhh;e;jNeha;fSk;       
 m. typg;Gkl;Lk; 
 M. typg;Gk;> %is tsh;r;rpFd;wpAk; 
 ,. typg;Gk;>ngU%isthjKk;  
 <. typg;Gk;>jiyf;fhaKk; 
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18. typg;gpd; tiffs;         
 m. nghJthdtypg;G 
 M. fhf;fhtypg;G 
 ,. %is Neha; typg;G 
 <. kw;wit 
 
19. ahiurhh;e;Jtho;gth;        
 m. fztiu 
 M. kidtpia 
 ,. Foe;ijfis 
 <. ngw;Nwhh; kw;Wk; cld;gpwe;Njhiu 
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cq;fSila tho;f;ifjuk;  vg;gb vd;W Fwpg;gpLtPh;fs;? 
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1 2 3 4 5 6 
1. cq;fSf;Ftypg;Gte;jTld; KOikahd 
Mw;wy; cs;sth;fshfczh;fpwPh;fsh? 
      
2. typg;GNeha; te;j gpd; mjpfrf;jpAld; 
,Ug;gij czh;fpwPh;fsh? 
 
 
     
3. ePq;fs; rf;jpia 
,oe;Jtpl;ljhfczh;fpwPh;fsh? 
      
4. ePq;fs; Nrhh;Tld; 
,Ug;gjhfczh;fpwPh;fsh? 
      
5. ePq;fs; euk;Gjsh;r;rpmjpfkhfcilatuh?       
6. cq;fSf;Fkdk; vspjpy; cile;jJNghy; 
czh;fpwPh;fsh?  
      
7. ePq;fs; mikjpahfTk;>rkhjhdj;JlDk; 
,Ug;gjhfczh;fpwPh;fsh? 
      
8. ve;j #o;epiyapyhtJehk; kfpo;r;rpcld; 
,Uf;f ,ayhJvd;Wczh;e;jJcz;lh?  
      
9. ve;jmstpw;Fkdf;ftiyfs; 
cq;fisgpd;dilanra;fpwJ? 
      
10. ve;jmstpy; gpur;ridfSk;>ftiyAk; 
cq;fsplk; 
cs;srf;jpiaFiwj;Jcq;fisgpd;thq;f
itj;Js;sJ? 
      
tho;f;ifj;juk; 
ed;whf 
cs;sJ 
tho;f;ifj;juk; 
Nkhrkhfcs;
sJ 
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tho;f;ifj;juk; vg;gbcs;sJ 
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1 2 3 4 5 
11. ePq;fs; re;Njh\khdkdpjuhf 
,Ue;jJz;lh? 
     
12. ve;jstpw;Fkdf;ftiyfs; 
cq;fisgpd;dilanra;jJ? 
     
13. cq;fSilacly;eyk; 
cq;fsJr%fgof;fj;jpw;Fjilnra;jJz;
lh?   
     
14. cq;fSilanghOJNghf;FmsitFwpg;gp
lTk;. 
     
15. cq;fsJgazk; nra;Ak; 
msitFwpg;gplTk;. 
     
16. ve;jstpw;FNtiynra;a 
,ayhikcq;fisghjpj;jJFwpg;gplTk;. 
     
17. r%fgof;fj;jilve;jstpy; 
cq;fisghjpj;jJFwpg;gplTk; 
     
18. gpur;ridfSk;>ftiyfSk; 
jpdrhpeltbf;ifs; 
Fwpj;JvOe;Jcq;fisftiyf;Fcs;shf;
fpajh? Fwpg;gplTk;. 
     
19. jpl;lkply; jpwDk;>KbntLf;Fk; jpwDk; 
ve;jstpw;FFiwghlhfcs;sJvd;gijFw
pg;gplTk; 
     
20. fle;jehd;Fthuq;fspy; 
cq;fsJQhgfrf;jpahy; VjhtJghjpg;G 
,Uf;fpwjhvd;gijFwpg;gplTk;. 
     
21. cq;fsJQhgfFiwghLFwpj;JahuhtJ 
$wpaJz;lh 
     
22. thrpf;Fk; NghJftdk; 
Fiwe;jJz;lhvd;gijFwpg;gplTk;.  
     
23. Ntiynra;Ak; NghJftdFiwghL 
,Ue;jJz;lh? Fwpg;gplTk;. 
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24. cq;fsJkztho;f;ifjpUg;jpahfcs;sjh
? Fwpg;gplTk;. 
     
25. cq;fSilajhk;gj;atho;f;ifjpUg;jpahf
cs;sjh? 
     
26. cq;fSilaNtiyapy; jpUg;jpcs;sjh?      
27. cq;fSilakhjtUkhdk; 
NghJkhdjhfcs;sjh? 
     
28. ePq;fs; 
mLj;jtypg;iggw;wpftiygl;lJz;lh? 
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29. typg;GtUk; NghJePq;fs; 
ePq;fshfNtcq;fisfhag;gLj;jpnfhz;li
jepidj;JtUe;jpaJcz;lh? 
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30. cq;fSf;Fgpur;ridfSk;>kUe;JfSk; 
ve;jmstpw;Fcq;fSf;Fkdeyk; 
ghjpg;Gf;Fs;shfp ,Uf;fpwJ? 
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APPENDIX - IX 
Certificate for Tamil editing 
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APPENDIX ± XI 
typg;G Neha; Fwpj;j topKiwfs; 
nra;a Ntz;baitfs; 
 
milahs ml;iliaAk;> Nehahspia 
gw;wpa jftYk; milahs ml;ilapy; 
,Uf;f Ntz;Lk;. 
 
kUe;J khj;jpiufis njhlh;r;rpahf 
rhg;gpl Ntz;Lk;. 
 
kUj;Jthpd; MNyhridapd;gb ele;J 
nfhs;s Ntz;Lk;. 
 
ed;whf cwq;f Ntz;Lk; 
 
fh;g;g fhyj;jpy; kUj;Jthpd; 
MNyhridg;gb kUe;J cl;nfhs;s 
Ntz;Lk;. 
 
FLk;gj;jhUila xj;Jiog;G mtrpak; 
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nra;a $lhjitfs; 
 
ePh; epiyfs; cs;s ,lq;fSf;F 
nrd;W ePe;jf;$lhJ. 
 
nty;bq; kw;Wk; jP rk;ke;jkhd 
gzpfis nra;af;$lhJ 
  
kJ mUe;jNth> Gifg; gpbf;fNth 
$lhJ. 
 
typg;G Nehahspfspd; Ntiytha;g;G rk;ke;jkhd topKiwfs; 
 
jdf;F njhpe;j Ntiyia tPl;by; 
,Ue;jgbNa nra;ayhk; 
 
Ntiyia gfph;e;J nra;ayhk; 
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Qhgf rf;jpia mjpfhpj;jy; 
 
fha;fwp> goq;fs; ed;whf rhg;gpl 
Ntz;Lk;. 
 
mbf;fb %isf;F Ntiy nfhLj;Jf; 
nfhz;Nl ,Uf;f Ntz;Lk;. 
 
mbf;fb rpe;jpj;J nfhz;Nl ,Uf;f 
Ntz;Lk;. 
 
mjpfkhd Gj;jfq;fis gbf;f Ntz;Lk;. 
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Ra cjtpf; FOf;fs; 
 
ngw;Nwhh; kw;Wk; FLk;gj;jhhpd; 
xj;Jiog;G md;G> cjTk; jd;ik kw;Wk;  
ifj;njhopy;  fw;wy; Mfpaitfis 
nra;ayhk;.  
 
Neha; cs;s Foe;ijfspd; ngw;Nwhh;fs; 
,ize;J Foe;ijfspd; 
mDgtq;fisAk; kw;Wk; Foe;ijfspd; 
my;yJ typg;G Neha; cs;sthpd; 
tsh;r;rpf;F cjtyhk;. ,J md;ghd 
FLk;g #o;epiyf;F VJthf ,Uf;Fk;. 
 
 
jd;dhh;t njhz;L epWtdq;fs; %yk; 
xt;nthU typg;G Nehahspfspd; fw;gid 
jpwd; %ykhf fiyg;gapw;rp> (tiujy;> 
cUthf;Fjy;) mij ntspg;gLj;Jjy;> 
mjd; %ykhf fw;Wj; jUjy; 
Nghd;wtw;iw tsh;f;fyhk;. 
 
Foe;ijfSf;F kUj;Jt cjtpj;njhif 
ngw;Wj; juyhk; kw;Wk; fy;tp 
cjtpj;njhifAk;  ngw;Wj;juyhk;. 
 
jd;Dila gbg;G> Ntiy kw;Wk; rKjha 
tsh;r;rpf;F Nghf;Ftuj;Jf;F cjtpj; 
njhif ngw;Wj;juyhk;. 
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Ra njhopy; Ntiytha;g;G kw;Wk; fiyj; 
jpwd; kw;Wk; fw;gidj;jpwid 
ntspg;gLj;jp mjd; %yk; tUtha; <l;Lk; 
njhopiy fw;Wf;nfhLf;fyhk;. 
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mwpthw;wiy tphptila nra;Ak; Kiwfs; 
 
Mo; %r;R gapw;rp nra;jy;. clypy; gpuhdthA 
jpwid mjpfhpj;jy; 
 
jd;Dila ftdk; KOtJk; NtW Ntiyapy; 
my;yJ NtW nray;ghl;by; nrYj;j 
Ntz;Lk;. 
 
ghl;L kw;Wk; eldk; Nghd;w fiyfspy; 
jd;id <LgLj;jpf; nfhs;s Ntz;Lk;.  
 
nja;t topghL kpf Kf;fpak;  
 
kw;wth;fSf;F cjtp nra;J jd; kd 
ghuj;ij Fiwf;fyhk; 
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cwtpdUld; kw;Wk; ez;gh;fSld; mth;fs; 
tPl;bw;F nrd;W ey;ytw;iw Ngryhk;> 
nra;ayhk;. 
 
nghOJNghf;F mk;rq;fis Vw;gLj;jpf; 
nfhs;syhk;. 
 
glk; tiue;J kw;Wk; tz;zk; nfhLj;J 
jd;Dila fw;gid jpwid tsh;j;Jf; 
nfhs;syhk;. 
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r%f cwTfis Nkk;gLj;Jjy; 
r%f cwTfis Nkk;gLj;Jk; tpjkhf cld; 
gapYk; khzth;fSlDk;> cld; 
gzpGhpgth;fSlDk; R%f cwit 
Vw;gLj;jpf; nfhs;sTk;. 
fyhr;rhuk;> nkhop> rKjhak;> ,d NtWghL 
,y;yhky; rf[khf vy;NyhhplKk; gof 
Ntz;Lk;. 
mZFKiwfs;> jpwikfs;> mwpT Mfpa 
%d;Wk; ntw;wpapd; Kjy; %d;W gbfs;. 
 
midtUlDk; rkkhf gofp> mth;fsplk; 
cs;s jpwikfisAk;> mwpitAk; gfph;e;J 
nfhz;L jd;Dila mwpit tsh;j;Jf; 
nfhs;s Ntz;Lk;.  
 
ey;yijNa Ngr Ntz;Lk; kw;Wk; ey;yijNa 
nra;a Ntz;Lk;. kuk; eLjy; kw;Wk; r%f 
njhz;L epWtdq;fSld; ,ize;J 
nray;gl Ntz;Lk;. 
 
 
 
 
